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I” xecutive 5ummar3

The outcome goal of the New Dimensions of Health for Nebraska Women
Project is healthier women in Nebraska, in all populations. The Nebraska
Women’s Health Plan is a comprehensive strategy for achieving that goal.
The Nebraska Health and Human Services System (NHHSS) developed the
Plan in collaboration with the New Dimensions of Health for Nebraska
Women Partnership (New Dimensions Partnership), a volunteer coalition of
public and private agencies concerned with women’s health. This initiative
has been supported by a grant from the U.S. Health Resources and Services
Administration.

Frioritg Goals and ]ssues

The following Nebraska 2010 Health Goals and Objectives were selected as priorities for
Nebraska women’s health:

Access to Quality Health Care

Education and Community-Based Programs
Mental Health and Mental Disorders
Nutrition and Overweight

Physical Activity and Fitness

o 0O O0OO0Oo

There are a number of interconnected issues that get in the way of reaching the goals for
Nebraska women’s health listed above. The following issues were selected as priorities to be
addressed:

Isolation within the overall health services system

Inadequate access to culturally and linguistically appropriate health services
Lack of mutual support systems for women

Stigma, fear and taboos around certain health issues

Inadequate funding

o 0O O0OO0Oo

Strategies to Address Friority [Health |ssues

NHHSS and the New Dimensions Partnership identified a number of short-term and longer-term
strategies to address the priority health issues for Nebraska women. These strategies are
summarized below.

Ncbraska Women’s rﬂca]th Stratcgic F!an 2004-2010 i



Reduce ]solation within the Ovcra“ Health Services .Sgstem

Health services in Nebraska generally suffer from “systemic isolation.” Instead of being
comprehensive and integrated, services are fragmented and segregated.

0 Redefine local/regional health departments as Community Health Departments.

0 Develop partnerships among service providers.
0 Increase awareness of community resources for women’s health needs.

Increase Access to Cultura”g & Linguistica”g APProPriatc [Health

Senvices

The current health system tends to “lock out” or limit access for certain
groups because they cannot readily obtain the appropriate services they
need. Access to appropriate services can be limited by language, race,
ethnicity, culture, gender, age, sexual orientation, and disability status.

0 Put services where people live and work that are reflective of
the local cultures.

0 Increase the number of racial/ethnic minority and rural health care providers.

0 Educate providers about the cultural dimensions of healthcare and encourage the
implementation of CLAS standards (Culturally and Linguistically Appropriate
Services).

Reduce Stigmas, Fears & Taboos

There are a number of health problems that have historically carried a stigma in our society.
There are other health issues for which there are strongly-held, differing viewpoints that in some
instances have become so polarizing that civil discussion and debate are often stifled.

0 Increase the level of discussion and awareness on women’s health issues affected by
stigmas and taboos.

0 Encourage and enable providers to address the broad array of women’s health issues
more fully.

ncrease Womcn’s Mutual SUPPort 53stems

Many Nebraska women have indicated the need for more women’s mutual support groups that
allow those with similar health issues to connect with and support each other.

Ncbraska Women’s rﬂca]th Stratcgic F!an 2004-2010 ii



0 Engage and assist communities to develop and improve mutual support systems for
women’s health.

0 Identify and expand on existing health support systems and models throughout the
state.

lmProvc Funding

Inadequate funding is a primary obstacle to meeting our health goals and objectives for women
in Nebraska.

0 Develop an integrated approach to the use of existing resources.
0 Make a case for new resources for women’s health.

Flan lmplcmentation

Implementation of the Women’s Health Plan requires
specific actions to carry out the strategies that were
identified to address priority issues and help achieve its
goals. The following action steps pertain to the Nebraska
Health and Human Services agency, often in
collaboration with members of the New Dimensions
Partnership.

First Year Action Steps
P

0 Inventory financial resources and available categorical funding streams of programs
within the Nebraska Health and Human Services agency to find common priorities
related to the Culturally and Linguistically Appropriate Services requirements.

0 Inventory priority issues of Nebraska Health and Human Services agency programs to
determine corresponding goals and priorities. Develop a matrix of opportunities and
a coordinated action plan and financial plan.

0 Fund three pilot communities to develop integrated, coordinated women’s health
services that include initiatives to identify and further develop support systems for
women, develop best practices and improved service linkages, disseminate women’s
health promotion messages, and develop shared expectations and standards for
cultural competence.

Ncbraska Women’s r’]ca]th Stratcgic F!an 2004-2010 i



Create a central information source on women’s health interpreters and translators
(language, vision, and hearing impaired) for all programs to access.

Develop a campaign to help women understand how to advocate for high quality
health care for themselves.

Action Stcps for Years T wo through Five

o

Create and disseminate resources to provide technical assistance and increase
communication between the Nebraska Health and Human Services System and local
health departments, health care providers, and other organizations providing services
to women.

Develop a comprehensive web-based Community Resource Directory. Disseminate
information on the Directory to women throughout the state.

Organize a state task force to develop a web-based
confidential screening tool for health referrals, with links to
local resources.

Increase the availability of support groups for women on
various health issues, and expand walking groups for women
as a way of providing mutual support.

Incorporate a wellness program into a living unit at the
women’s prison and evaluate the program.

Organize a publicity campaign on women’s health issues.

Ncbraska Women’s rﬂca]th Stratcgic F!an 2004-2010 iv



INTRODUCTION

The outcome goal for the New Dimensions of
Health for Nebraska Women Project is healthier
women in Nebraska, in all populations. This will be
achieved through a statewide partnership of public
and private organizations that will build a
sustainable infrastructure for improved and
expanded women’s health services. The foundation
for this infrastructure is the Nebraska Women’s

Rationale

Health Plan, described in this document.

Nebraska’s public health system has
historically been fragmented and poorly
funded. The result has been a lack of
infrastructure on which to build preventive
health services for women. In a
dramatically changing environment,
Tobacco Settlement Funds are being utilized
to develop a comprehensive statewide local
public health system. This is occurring at
the same time that Nebraska, a previously
homogeneous state demographically, is
becoming increasingly diverse through rapid
expansions in foreign-born and native
minority populations. These two factors
combine to make this an enormously
important time and opportunity to expand
coordination and capacity for women’s
health services in the state.

Current services for women in the Nebraska
Health and Human Services System
(NHHSS) are primarily supported by federal
funds. Staff from the categorical programs
have had to concentrate on satisfying
requirements of individual funders. No
opportunity has been available to bring all
programs together to compare data systems
and eligibility requirements, to develop a

database of referral sources and linkages for
women, or to assist women’s access to a
whole range of preventive services and
comprehensive health education.  Each
program has its own individual standards,
frequently based on the requirements of the
funders. NHHSS has the opportunity to
increase the reach and efficiency of
individual programs by pooling resources
and increasing communication. The need
exists to integrate women’s health needs
with services and resources available in
order to develop comprehensive integrated
women'’s health services system.

“Wlﬁen l told my doctor my Problems, he asked
if my Pcriocls were rcgu]ar. When | answered

po)

a{:mcirmativclg, he said, ‘then you're ok.

~ Nc[:raska Women’s ﬁca/tﬁ 5urvcy Kcspona’cnt

All NHHSS programs and Nebraska health
programs that are community based share a
need to appropriately address the provision
of culturally competent, linguistically
appropriate  services to the state’s
increasingly diverse population. They also
share a need to ensure that all women have

Ncbraska Womcn’s r’lca]tlﬂ Stratcgic Flan 2004-2010 1




access to the services they need in a
seamless system of women’s health care.

This project is a collaborative effort within
NHHSS among the Office of Family Health,
the Office of Women’s Health, and the
Office of Minority Health; funded by a
three-year grant from the U.S. Health
Resources and Services Administration
(HRSA). The Governor’s Women’s Health

Flan Development Frocess

Council has convened a Partnership
composed of organizations throughout the
state that provide health-related services to
women. The New Dimensions of Health for
Nebraska Women Partnership has worked in
conjunction with NHHSS project staff to
help develop the Nebraska Women’s Health
Plan, and its members perform a critical role
in the implementation of this plan.

The development of the Nebraska Women’s Health Plan has entailed three major components: a
needs assessment and two strategic planning processes, one internal to state government and one

external.

Nccc]s Asscssmcnt

The needs assessment process resulted in a
number of discrete reports distributed
throughout the entire planning process, most
of which were available prior to the first
external planning session. The components
included Nebraska data related to a number
of women’s health topics, including
mortality, chronic health conditions, health
risk factors, mental health, substance abuse,
domestic violence, and sexual assault. The
needs assessment also examined the health
services gap for low-income and minority
women in terms of participation in important
women’s health programs: Medicaid, Title
X family planning programs, and the Every
Woman Matters health screening program.

In addition to the statistical data,
information on health issues was gathered
directly from Nebraska women in four
separate ways: a Nebraska Women’s Health
Survey, a Nebraska Girls’ Health Survey, a
series of focus group meetings for
racial/ethnic minority women in different
areas of the state, and a town hall meeting
on health issues for minority women.

A summary of the needs assessment
document is included in this document.
Copies of the full report are available from
the Nebraska Office of Women’s Health.

“l'm dissatisfied with wheelchair access to
doctor, dentist, eye clinic, etc—is often ok to
getin the building but the offices are too small

to accommodate my chair?

~Ncbraska Womcn’s f'}’ca/t/7 5urvcy Kcsponc/cnt
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Stratcgic Flanning Sessions

An internal strategic planning meeting on
May 20-21, 2003 in Lincoln, Nebraska
brought  together  representatives  of
approximately 40 programs in the Nebraska
Health and Human Services System that
relate to women’s health. The purpose of
the meeting was to identify ways to enhance
women’s health programming through better
internal integration and coordination.

Prior to the meeting, summaries were
obtained for each program that identified its
purposes related to women’s health, its
specific services and benefits, the target
population, eligibility criteria, numbers
served, access points, women’s health
messages and guidelines, major program
partners, types and amounts of resources,
biggest challenges, issues regarding
linguistic and cultural competence, major
gaps, and opportunities for internal
integration and coordination. Based on
these summaries, which were distributed and
reviewed during the first meeting day,
participants  identified a number of
commonalities and challenges across
programs. They were also given a review
of available needs assessment data.

The major outcomes of this internal strategic
planning meeting were the identification and
prioritization of short-term integration
opportunities and the identification of a
number of longer-term opportunities. These
outcomes are described in the issues and
strategies section of this document. The
participants in the internal planning meeting
also made a number of recommendations for
the overall planning process, accountability
and evaluation, and the plan’s dissemination
and marketing.

The external strategic planning process was
conducted in Lincoln in two sessions on
August 26, 2003 and October 14, 2003. The
participants ~ were  representatives  of
women’s health-related programs and
services outside the Nebraska Health and
Human Services System, who agreed to
participate in the New Dimensions of Health
for  Nebraska ~ Women  Partnership.
Approximately 40 individuals participated in
the planning sessions.

Prior to the first meeting, participants were
sent a list of health goals from the Nebraska
2010 Health Goals and Objectives, and a set
of needs assessment documents. They were
asked to complete a pre-meeting worksheet
based on a review of the goals and data, as
well as their own expertise and experiences.
The worksheet solicited ideas on priority
goals, top health issues for women,
disproportionate population burdens,

Nebraska Women’s [1ealth Stratcgic F!an 2004-2010 3



contributing factors, potentially effective
strategies, and opportunities for
collaboration.

The principal results of the first session were
the selection of five priority goals, the
identification and prioritization of issues that
need to be addressed to reach those goals,
and the development of a number of
strategies to address the priority issues.

The second external planning session
resulted in the refinement of the priority
issues and strategies, the identification of a

number of guiding principles for the plan,
and some initial action steps. The output of
these two sessions are reflected in the
Priority Goals, Issues, and Strategies, and
Plan Implementation sections of this
document.

Copies of the internal and external strategic
planning session materials and reports are
available from the Nebraska Office of
Women’s Health. Lists of the participating
individuals and programs are included in the
Acknowledgments.

ourselves until we get sick orin Pain.”

“It seems we need to see and hear very often how it’s to our advantage to take care of

ourselves. We get busy and living takes over our time and we Forgct to take care of

~ Nc[)ras,éa Women’s ﬁca/tﬁ 5urvcy K csponc/cnt
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Neecjs Assessment:
Data Keview

The data portion of the needs assessment drew on numerous published statistics and government-
supported health program reports. The following is a summary of the most pertinent findings.
The full needs assessment is available from the Nebraska Office of Women’s Health.

Health Status Indicators

Mor’calitg

Heart disease and stroke are the leading
causes of death for women in Nebraska,
while diabetes is a major contributing cause
(see Table 1). Chronic lower respiratory
diseases (including bronchitis, emphysema,
asthma, and others), lung cancer, and breast
cancer are the third through fifth leading
causes of death. Nebraska women have
slightly lower age-specific mortality rates
overall than women nationally. This
advantage applies to each of the above
leading causes of death.

Racial/ethnic background is a major factor
in health status and leading causes of death
(see Table 2). Heart disease is the leading
cause of death for women in Nebraska
across all racial/ethnic groups, although the
relative risk varies. Differences in heart
disease mortality rates are the primary
reason for differences in overall mortality
rates among the groups. Native American
and Black women have substantially higher
mortality rates overall than White women.
Asian and Hispanic women have much
lower mortality rates. This pattern is true at
the national level as well.

Native American women have the poorest
health status among the major racial/ethnic
groups in Nebraska and are twice as likely to
die each year than White women. Cirrhosis
is the third leading cause of death for Native
American women, causing deaths at a rate
nearly 14 times as high as for White women
in Nebraska. Native American women are
four times more likely to die from diabetes-
related causes than their White counterparts
and are also much more likely to die from
unintentional injuries and heart disease.

Black women also have substantially higher
mortality rates in Nebraska than White
women. Their greatest increased risks are
for diabetes-related causes, cirrhosis, stroke
and heart disease. They have a moderately
elevated risk of deaths from lung cancer and
breast cancer.

Hispanic women have lower risks of
mortality than White women in Nebraska
from all major causes except cirrhosis and
diabetes-related causes. Asian women in
Nebraska have lower risk for all causes of
death for which reliable data could be
obtained.

Ne})raska Women"s f«lea[tlﬂ 5’crategic Flan 2004-2010 5



Table 1. Leading Causes of Death for Nebraska Women, 1997-1999

Cause of death Nebraska National Annual average
women’s women’s deaths of
mortality mortality Nebraska

rate* rate* women

All causes 689 736 7,949

Heart disease 199 221 2,464

Diabetes (related cause) 62 68 691

Stroke 58 62 728

Chronic lower respiratory diseases 35 37 384

Lung cancer 34 41 329

Breast cancer 25 28 252

Unintentional injuries 25 23 259

Alzheimer’s disease 20 17 271

Influenza and pneumonia 20 21 253

Colorectal cancer 18 18 198

Diabetes (underlying cause) 17 23 182

* Mortality rates are per 100,000 women, 1997-1999 annual average, all ages, age-adjusted to the 2000 U.S.
standard population.

Table 2. Nebraska Women’s Relative Mortality Risk for Selected Causes by
Racial/Ethnic Group, 1994-1998

Mortality Risk Relative to White Women

Cause Black Native Asian/Pacific | Hispanic®
American Islander
All causes’ 1.6 2.1 0.5 0.6
Heart disease 1.5 1.7 0.3 0.5
Diabetes-related 2.8 4.1 - 1.6
Stroke 1.6 0.9 0.8 0.3
Chronic lower respiratory
diseases® 0.6 0.6 0.3 0.4
Lung cancer 1.3 0.9 - 0.4
Breast Cancer 1.3 - - -
Unintentional injuries 0.8 2.0 0.8 0.7
Cirrhosis 2.5 13.9 - 2.9

*may be of any race
Pbased on 1997-1999 data
‘based on 1997-1999 national data

Nebraska Women"s fﬂealth Strategic Flan 2004-2010



Disparities in mortality rates are reflected in estimated life expectancies. A White female born in
Nebraska during the years 1996 to 1998 can expect to live 80.7 years on average, compared to
72.8 years for a Black female and 72.3 years for a Native American female. These statistics are

not available for other racial/ethnic groups.

(Chronic Health Conditions

Some chronic health conditions are not directly reflected in mortality statistics but they can have
a negative impact on functionality and quality of life. Two of these, arthritis and osteoporosis,
are most likely to affect older women, although arthritis can occur at any age.

Arthritis

One-third (33%) of Nebraska women and
more than half of those age 65 and older
reported they had been diagnosed with
arthritis or had joint symptoms consistent
with that disease (BRFSS 1999-2000). Only
one-third of those diagnosed with arthritis
were currently being treated for the disease.
Half of the respondents with joint symptoms
reported that their physical activities had
been limited for at least one month during
the past year.

The risk factors for osteoarthritis, the most
common form, include an inherited
predisposition, joint injury, increasing age,
female, African American (for activity
limitation), rural residence, low household
income, low level of education, participation
in different types of sports, certain
occupations requiring kneeling or squatting
and heavy lifting, and being overweight
(Nebraska 2010 Health Goals and
Objectives).

Osteoporosis

“Osteoporosis is not part
of normal aging although
many people continue to
believe this is true”
(America’s Bone Health,
National  Osteoporosis
Foundation report 2002).
Osteoporosis and low
bone mass were a health
threat for nearly 200,000
Nebraska women in 2002 based on estimates
by the Foundation. This “silent” disease
usually progresses without symptoms until a
bone fracture occurs. The national

prevalence rates for bone fractures indicate
that 1 in 2 White women age 50 and older
can be expected to have a bone fracture in
their remaining lifetime, compared to 1 in 8
men of that age.

Non-Hispanic White and Asian women have
much higher rates of osteoporosis and low
bone mass than Black or Hispanic women,
with nearly three-fourths (72%) at risk (see
Table 3). This is also true for low bone
mass, but the differences are not as great.
Black women have the lowest prevalence
rates, although 40 percent are still at risk.
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Table 3. Osteoporosis and Low Bone Mass Prevalence Rates for U.S. Women Age 50
and Older by Race/Ethnicity
Race/ethnicity Osteoporosis Low Bone Total Risk
Mass
Non Hispanic, White or Asian 20% 52% 2%
Black 5% 35% 40%
Hispanic 10% 49% 59%
Diabetes

Diabetes is a serious chronic disease that is an underlying or related cause
of more than 10 percent of Nebraska women’s deaths annually. It also
presents the risk of serious, debilitating conditions, including amputations
and blindness.

The diagnosed diabetes prevalence rate among Nebraska women is
estimated to be 5 percent based on the 1999-2000 BRFSS. However,
experts believe that only half of diabetes cases are diagnosed. Nebraska
women of color, except for Asian women, are more likely to have diabetes
than their White counterparts, especially Native American women who
have rates more than three times as high and Black women who have rates
nearly double that of White women (see Table 4).

Table 4. Age-Specific Prevalence of Diagnosed Diabetes by
Race/Ethnicity for Nebraska Women, Ages 45-64, 1997-2001

White | Black | Native American* | Asian* Hispanic
6.8% 12.9% 23.6% 6.0% 7.7%

*Note: The statistics for these population groups are based on very small numbers.

Asthma

Asthma is a serious, chronic disease that causes inflammation of the airways and restricts
breathing. An estimated 11 percent of Nebraska women have asthma, similar to national rates
for women. Although the asthma mortality rate is relatively low for Nebraska women (2.7 per
100,000) compared to the leading causes of death, it is substantially higher than the national rate
(2.0).
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HIV/AIDS

Acquired Immune Deficiency Syndrome (AIDS) is a life-threatening condition caused by the
HIV virus. In Nebraska, women account for 13 percent of the 1,092 cumulative AIDS cases
since the beginning of the epidemic, compared to 17 percent nationally. However, females
accounted for 27 percent of the 79 new AIDS cases in 2000, up from just 10 percent in 1995.

Black women were much more likely than White women to die from AIDS in the years 1994 to
1998. No Hispanic women died of AIDS during that period. These statistics are not available

for other racial/ethnic groups.

Hcalth Kisk Factors

Most of the leading causes of mortality and
chronic conditions for Nebraska women
identified in the preceding sections of this
report are diseases for which the risks can be
reduced through behavioral measures:
healthy diet, appropriate exercise, not
smoking, and not abusing alcohol or other
substances. The probability of effective
treatment or cures for many diseases is
increased when there is early diagnosis as a
result of screening procedures and other
routine health examination services. The
Behavioral Risk Factor Surveillance System
(BRFSS) provides an overview of the health
risk behaviors of Nebraska adults overall
and for selected demographic groups.

The results of the BRFSS 1999-2000 report
raise a number of concerns regarding
Nebraska women’s health. Of particular
concern is the finding that 48 percent of

| work twojobs and | am a full-time student. |
can’t afford medical insurance; Medicaid
doesn’t want to helP you. l get my door
closcdjust because I can’t work an extra two

hours.”

- Nebraska Focus Groulo Kcsloonc/cnt

Nebraska women are overweight or obese,
increasing their risk of diabetes, heart
disease, arthritis, and other serious or
chronic diseases.  Contributing to and
compounding the problem is the lack of
regular and sustained exercise by 80 percent
of women in the state.

Many women are not getting the types of
health screenings that could detect serious
diseases at an early stage. Nearly three-
fourths of women age 50 and older (71%)
had never had a blood stool test. More than
a third of women (35%) had not had their
cholesterol checked in the past 5 years.
One-fifth (22%) of all women had not had a
Pap smear in the past 3 years, including one-
sixth (16%) of those who had not undergone
a hysterectomy. Based on the 1998-2002
BRFSS, African American women (83%),
Native American women (78%), and
Hispanic American women (77%) were
more likely than Nebraska women in general
(77%) to report having a Pap test within the
past two years.

More than one-fourth of women (29%) age
40 and older had not had a mammogram in
the past 2 years. For African American
women, the percentage was 32 percent; for
Hispanic American women, 39 percent had
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not had a mammogram in the past 2 years.
This compares with 28 percent of White
women.

In the past year, nearly one-fourth of
Nebraska women had not had a routine
doctor’s exam (23%) or had not seen a
dentist (25%). The 1998-2002 Nebraska
BRFSS found that Native Americans (78%)
and African Americans (76%) were
somewhat more likely to have had a routine

checkup in the past year than all Nebraskans
(68%) and White Nebraskans (68%). Asian
Americans (67%) and Hispanic Americans
(58%) were less likely to have a routine
checkup in the past year.

In most of these areas, considerable progress
will have to be made in order for Nebraska
women to reach the state health goals for
2010.

Behavioral [Health & \/iolence against Women

Mcntal Health

Mental illness is a serious problem for
women in Nebraska. It ranks second only to
cardiovascular conditions in the level of
disease burden in the United States and
other countries with similar economies,
according to international studies.

A 2001 report by the Division of Mental
Health, Substance Abuse and Addiction
Services of the Nebraska Department of
Health and Human Services (the Division)
provides estimates of the prevalence of
serious mental illness (SMI) among adults
and serious emotional disturbance (SED)
among children for the lower-income
Nebraska population (< 300% poverty
level). The report also provides the rates of
access to public sector mental health
services for those estimated to have serious
mental disorders. The public sector was
defined to include the Division (contracted
providers and Regional Centers) and
Medicaid.

An estimated 8 percent of all lower-income
females in Nebraska have serious mental
health problems, compared to 6 percent of

lower-income males. That translates to
38,821 females in the year 2000 in need of
public sector mental health services. The
number of women served by the public
sector mental health system that year was
22,602, or 58 percent of those with SED or
SMI (excluding substance abuse treatment).
By contrast, the comparable access to care
rate for males was 74 percent.

The report provides access to care rates for
each of the six health regions by sex.
Access to care rates were highest for
females in the central (72%) and southeast
(70%) and lowest in the north (41%) and
east (49%) regions. In
the middle were the
west (56%) and
southwest (66%).
Males showed a similar
regional pattern, but
with higher rates than
females in each region.

The access rate for all
lower-income persons,
both male and female,
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with SMI or SED was 65 percent. Those
over age 65 had much lower rates than
others: only 18 percent of the elderly with
serious mental disorders received public
mental health services.

Overall, racial/ethnic  minority  group
members had lower access rates (55%) than
those who were White, non-Hispanic (63%).
However, the disparity had a strong regional
pattern:  racial/ethnic  minority  group
members had much lower access rates than
others in every region except the southeast,
where there was no difference, and in the
east, where minority group members had
somewhat better access rates than others.

The results indicate a sizeable unmet need
for public mental health services. Division
officials report that the current capacity for
public mental health services is inadequate
to meet consumer demand  and,
consequently, there are extensive waiting
lists for services. The greatest area of unmet
need is for non-residential services. One
problem is the increasing number of
individuals who lack adequate insurance
coverage.

There are no clear explanations for why
lower-income women are less likely to
access services than their male counterparts.
Many respondents to the Nebraska
Women’s Health Survey (NHHSS, 2003)
noted that time is a major obstacle in
accessing health services. Compounding the
time constraints are the general lack of

5ubstance Abusc

childcare facilities at treatment centers.
Women who are family caregivers face
serious obstacles to entering residential
treatment, including the possible loss of
custody of their children. The stigma of
mental illness prevents many from seeking
treatment. The question as to whether this is
a greater obstacle for women than for men
still remains.

The very low access rate for those over age
65 1s consistent with national studies
showing that the elderly who have mental
health problems are less likely than others to
seek professional help. One likely reason is
cost. Although many have Medicare, it
covers only half of mental health services
and does not cover prescription drugs.
Other reasons that have been cited include:
stigma, denial of problems, access barriers,
funding issues, lack of collaboration and
coordination between mental health and
aging networks, and shortages of appropriate
health professionals (American Association
for Geriatric Psychiatry, 2002).

“The clinic should have more case managers to
come to our homes. Because sometimes when
you go to the doctor's office you don’t feel so
secure to talk, and not be nosey. ]t’s easier to
talk at home like the Public health dcpartments,
who have nurses who come to their homes like

Public health nurses.”
-~ /\/c[)ras,éa /: ocus Groulo Kespona’cnt

Substance abuse is a serious problem among
Nebraska girls and women, with an
estimated 20,000 females age 12 and older
dependent on alcohol or other drugs.
(Nebraska State Demand Needs Assessment

Studies: Alcohol and Other Drugs, NHHSS,
2001). The 3 percent dependency rates for
adolescent and adult females are lower than
for males (4% age 12 to 18, 5% age 19 and
older).
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Alcohol accounts for most of the
dependency. Among substance dependent
females, 87 percent of adolescents and 70
percent of adults are alcohol dependent.
Among substance dependent males, alcohol
accounts for even more of the dependency
(adolescents 91%, adults 78%). The
consumption of alcohol is common across
the state. Among adult women, 75 percent
had consumed alcohol in the past year.
One-fourth (25%) of girls age 12 to 18 drank
alcohol in the past year. Regional
differences in alcohol consumption and
dependency are small.

Marijuana is the next most common
dependency, but less than one percent of
females are dependent on it. Statewide, 19
percent of women have ever used marijuana
compared to 13 percent for girls.
However, girls are more likely to
have used marijuana in the past year
(7% vs. 3%). Dependency rates are
similar for the two age groups: 0.9%
for girls and 0.8% for women.

Of the estimated 20,000 Nebraska
women and girls in need of
substance abuse treatment, only
5,363 were served in 2000 by public
sector programs (Nebraska Division
of Mental Health, Substance Abuse and
Addiction Services contracted programs and
Regional Centers, plus Medicaid). The 27
percent public program treatment rate for
females is only slightly lower than for males

(30%). Undoubtedly, many receive
treatment outside the public sector
programs. However, there is clearly a large
unmet need for services.

Women face similar obstacles to obtaining
substance abuse treatment as they do for
mental health services described earlier
(e.g., cost, availability, child care and
custody issues and time constraints). A
particular problem is the fact that there is
only one residential treatment program in
the state for pregnant women and women
with young children where mother and child
can live together (at St. Monica’s Behavioral
Health Services for Women, Lincoln,
Nebraska).

The Nebraska Coalition for Women’s
Treatment is working to address a
number of  substance abuse
treatment issues for women. One of
their roles is educating the public
and professionals on women’s
treatment issues and advocating for
gender competent treatment. They
not only provide opportunity for
collaboration = among  women’s
treatment programs, but also work
with other agencies to address the
co-occurrence of substance abuse,
mental illness, and violence. They provide a
trauma-screening tool and training for
mental health, substance abuse, and
domestic violence/sexual assault programs.

Domestic Violence & Sexual Assault

Domestic violence and sexual assault have a
serious impact on many women and children
in Nebraska each year. In 2000, the
Nebraska Commission on Law Enforcement
and Criminal Justice received 3,933 reports
of domestic assault outside the city of

Omaha (a 3 percent increase over 1999) and
433 cases of forcible rape (a 5 percent
increase over 1999). Of the 2918
individuals arrested for domestic assault, 76
percent were male. Since the Omaha Police
Department did not report domestic assault
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statistics for 2000, the number of domestic
assaults in the state as reported above is
seriously deflated. The Nebraska Domestic
Violence Sexual Assault Coalition reports
serving 6,138 adult victims (primarily
women) and 3,564 children and adolescents
in FY 2000. That year the crisis line fielded
73,055 crisis calls. The Coalition, a
statewide advocacy organization with a
network of 22 programs, provides a variety
of services including shelter, counseling,
advocacy, transportation, financial
assistance, telephone crisis line support, and
prevention programs. It is important to note

that domestic violence and sexual assault are
distinct forms of violence and different types
of responses and programs are needed to
address the problems.

The actual incidence of violence against
women is much greater than the above
statistics indicate because many women do
not report the crimes. National studies
estimate that 20 to 33 percent of all women
will be physically assaulted by a partner or
ex-partner during their lifetime. Domestic
violence accounts for the symptoms of 22 to
35 percent of women who visit emergency
rooms in the U.S.

(Co-occurrence of Bchavioral Hcalth Froblcms with Domestic

\/iolcncc & 5exual Assault

Women who are victims of domestic violence or sexual
assault are more likely to have behavioral health
problems (e.g., substance abuse, mental health
disorders) than other women. A recent needs
assessment study by the University of Nebraska at
Omaha Department of Criminal Justice examined the
relationship among treatment programs for domestic
violence, sexual assault, and behavioral health in
Nebraska. In spite of the impacts that domestic
violence and sexual assault have on behavioral health
of the victims, treatment programs are generally not
designed to deal with these co-occurring problems.
The report makes recommendations for coordinated
efforts to improve the quality of these services.
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there are women who don’t have
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just see you for breast cancer, women’s
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Health Care Needs & Barriers for Women with

Disabilities

Women with disabilities experience many
barriers that reduce the quality and
accessibility ~ of  their health care.
Althoughtheir numbers are small compared
to the total population, they consume a
significant share of the nation’s health care
services. Despite this, they are often
underrepresented in health surveys and so
data on their needs and significant health
disparities are not

available. A recent study reported that 31
percent of the participating women with
physical disabilities were refused care by a
physician because of their disability
(National Study of Women with Physical
Disabilities, Center for Research on Women
with  Disabilities, Baylor College of
Medicine, 1997). More women with
physical disabilities reported chronic urinary
tract infections, heart disease, depression,
and osteoporosis at younger ages than the
comparison group of women without
disabilities.

The national study also found disparities for
women with disabilities in several areas of
gynecologic health
care. Overall, women
without disabilities
receive mammograms
11 percent more often
than women  with
disabilities.  Younger
women with
disabilities have a
significantly ~ higher
rate of hysterectomy

than able-bodied women. The reasons are
primarily non-medical: for purposes of birth
control or ease of managing menstruation.
The causes of these disparities are often
invisible barriers unique to this population —
physicians denying services to women who
cannot mount examination tables on their
own or the lack of mammogram equipment
capable of accommodating a woman in a
wheelchair with limited muscle control. In
addition, there is an attitudinal barrier, as
some members of society, including some
health care providers, perceive women with
disabilities as asexual. Contributing to this
problem is the fact that many women with
disabilities are still receiving services from
their original pediatricians.

Women  with cognitive  impairments
including mental retardation in Nebraska
report that some health care providers are
reluctant to treat health problems including
cancer aggressively. It is their perception
that these physicians believe that the women
are expendable members of our society and
health care resources can be used better
elsewhere. If the woman is non-verbal or has
behavioral problems, the care issue is
exacerbated.

Although there is little data on Nebraska
women with disabilities, their health care
needs must be addressed in any system to
improve health care for all women in the
state. Not only do these women experience
health care barriers related to their disability,
many of them also often face additional
health care barriers related to being low-
income.
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Health 5ervice Gaps for Low—-]ncome Women

Nebraska women face a number of barriers
to obtaining health care services, including
high costs, long distances, lack of
transportation, denial of services, lack of
handicap access, limited English language
skills, inconvenient hours of service, and
lack of time. It is difficult to quantify these
barriers in terms of the numbers of Nebraska
women impacted by them. However, rough
estimates can be made for some of these
problems.

Low-income women face the double
jeopardy of increased risk for health
problems and fewer financial resources to
access needed health services compared to
those with higher incomes.  Nebraska
women who are Hispanic, Black or Native
American are much more likely to be low-
income than other women, although a large
majority of women with incomes below 200
percent of the federal poverty level are
White, non-Hispanic. Among the women of
color, Native American women are most

likely to be low income, followed by Black
women, and then Hispanic women.

This section of the report looks at the extent
to which low-income women in Nebraska
utilize certain public health service
programs, and examines health coverage and
service gaps by age and racial/ethnic group.
In Nebraska, the principal programs that
provide free or reduced-rate, direct health
care services to low-income women are
Medicaid, the Title X family planning
program, and the Every Woman Matters
(EWM) health screening program. The Title
V/MCH Block Grant supports direct health
care services on a limited Dbasis
(approximately 1,000 women per year), with
a greater emphasis placed on enabling and
population-based services. In addition, WIC
provides nutrition services to pregnant and
breast feeding women, and numerous
programs provide health education services.
This analysis is limited to the first three
programs listed above, which provide direct
health care services statewide.

[Health Covcrage & Utilization Kates

Table 5 presents the utilization rates for
Medicaid, Title X, and EWM for low-
income Nebraska women by age and
estimates the numbers who are inadequately
insured and not receiving program services.
Overall the results show that one-quarter to
one-third of low-income women age 18 to
64 are inadequately insured but are not
receiving important public health services
on an annual basis.

Although Medicaid is the public health
program most utilized by low-income
women, in every adult age group, it only

reaches a small portion of them. Whereas
half of low-income girls age 12 to 17 are
Medicaid eligible, the program reaches only
one-fifth of adult women. This reflects the
very restrictive adult eligibility criteria for
the program.

One-fifth of all low-income women age 18
to 44 participate in the Title X program, as
do 10 percent of girls age 12 to 17. Among
women age 18 to 44 who are inadequately
insured, the Title X utilization rate is 39
percent, assuming that all non-Medicaid
clients are uninsured or underinsured.

Nei}rga5i<a \/\/omen’S i"lea[tiw 5’crategic Flan 2004-2010 15



Table S. Health Coverage and Public Health Program Utilization Rates for Low-Income
Nebraska Women by Age, 2002-2003

Age Group 12 to 17 18 to 44 45to 64| 65 +

Nebraska Women 2003
Estimated # below 200% Federal Poverty Level 27,314 123,766 | 43,559 | 73,964
Medicaid eligible 14,287 | 26,045 | 8,035 | 13,694
Estimated # un-/underinsured 6,052 | 55,695 | 19,602 | 11,095
Title X Family Planning Program Clients (<200%FPL) | 2,679 | 24,382 | 990 0
Medicaid covered 529 2,917 118 0
Not Medicaid covered 2,150 | 21,465 872 0
Title X utilization rate 10% 20% 2% 0%
Every Woman Matters Program Client (<200% FPL) 0 2,416 | 4,606 688
EWM utilization rate 0% 2% 11% 1%

Health Coverage and Services for Women < 200% FPL:

Medicaid Eligible 52% 21% 18% 23%
Adequately covered by private insurance/Medicare 26% 34% 37% 62%
Uninsured or Underinsured (non Medicaid):
Title X client 8% 17% 2% 0%
EWM client 0% 2% 11% 1%
Not served by Title X or EWM 14% 26% 32% 14%
Total 100% | 100% | 100% | 100%
Number low-income, inadequately insured women not
receiving Title X or EWM services in 2002 1,045 | 31,814 | 14,124 | 8,187

Given the fact that Title X would provide subsidized services to any woman with an income less
than 200 percent of the Federal poverty level, the utilization rate is fairly low.

The Every Woman Matters program serves 11 percent of low-income women age 45 to 64,
including 23 percent of those who have no insurance or are underinsured. One reason for the
low utilization rate is that some of the women who use the program only go in for screening
every two or three years, thereby deflating the annual utilization rate. It should be noted that
some women may be getting both Title X and EWM services — it was not possible to get an
unduplicated count. Consequently, the estimate of those getting at least one service may be
slightly inflated.

Only 14 percent of young women ages 12 to 17 are inadequately insured and not receiving Title
X services. However, since those services are primarily for sexually active individuals, many of
those without services might not need them. Neither Title X nor EWM are targeted to women
age 65 and older, so it is to be expected that few older women are receiving these services.
However, there is reason to be concerned about access to health services for seniors who do not
have Medicare B or any “medigap” insurance, including prescription drug coverage.

Ne})raska Women’S f«lea[t]n Strategic Flan 2004-2010 16



Health Covcrage & Utilization Rates for Low~lncomc Minoritg

Womcn

Low-income  Hispanic  women  have
relatively high rates of utilization for both
the Title X and EWM programs compared to
other groups of low-income women. Fewer
than 17 percent of those aged 18 to 64 are
estimated to be inadequately insured and not
receiving services. However, an unknown
percent of them receive both Title X and
EWM services, inflating the unduplicated
estimate of those receiving any service.
Unlike other groups, Hispanic women who
are Medicaid eligible have a very high
utilization rate for Title X (88% compared to
11% for all low-income women). Hispanic
women age 65 and over are much more
likely than low-income women overall to be
Medicaid eligible, but have comparable rates
at younger ages.

The relatively high utilization rates by
Hispanic women age 18 and older for Title
X and Every Woman Matters may occur
because the programs are offered in settings
that are more culturally and linguistically
appropriate than are most private sector
services.

Low-income Black women are half as likely
to use Title X and EWM services as are low-
income women overall. This might be due
partly to relatively high Medicaid eligibility
rates.  Unlike Hispanic women, Black
women with Medicaid coverage do not use
the Title X program. Because of their high
Medicaid eligibility the health service gap
for low-income Black women in Nebraska is
similar to the general population of low-
income women.

Low-income Native American women in
Nebraska are only one-third as likely to use
Title X services, but just as likely to use
EWM services as compared to the general
population of low-income women. Since
their Medicaid eligibility rates are similar to
the general population for both the 18 to 44
and the 45 to 64 age groups, the reasons for
this  disparity ¥ may  merit  further
investigation.

The availability of Indian Health Service
programs to Native American women in
Nebraska makes it difficult to calculate a
health service gap for them. Most would be
technically eligible for services, but
information was not available on the extent
to which they had adequate access to needed
services.

Title X and Every Woman Matters programs
are important sources of health care for
many low-income Nebraska women.
However, a substantial percentage of low-
income women have a health service gap
because they are inadequately insured and
are not participating in either of these
programs on an annual basis.

Overall, the results do not indicate a
disproportionate gap in health services for
low-income racial/ethnic minority women
compared to low-income women overall.
However, because women from racial/ethnic
minority groups tend to have lower-incomes
than White, non-Hispanic women, they are
more likely to be at risk of inadequate health
care coverage.
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“WI"ICI’\ she goto the doctor before she met me thcy have an intcrprctcr, but the person she asked
to intcrprct for her cost her twenty dollars. The intchrctcr said-'m Provicling transportation and
intcrprcting and so you can donate angthing you want. T he seniors there onlg receive five
hundred and somcthing (c]o”ars) per month; with the gas bi”s, the rent, and all the expenses, she
can’t afford it. She goto the doctor twice a month and without an ir\tchrctcr, the doctor ask her
whg she don’t bring an intchrctcr. Because | can’t afford an interprcter. He said next time you
come back bring an interPrctcr. So she’s been back and forth about the expenses of Provicling for

an intchrctcr on her own.”

~ Nc[)raska /: ocus Group Kesponc/cnt
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Needs Assessment:
Voices of Nebraska Women & Gir]s

The needs assessment for the Nebraska
Women’s Health Plan included a major
effort to hear directly from Nebraska women
on their health issues and needs and to
obtain their ideas on ways to improve health
services.  This was done through the
Nebraska Women’s Health Survey, focus |
groups and a community forum on health
issues for women of color, and the Nebraska |
Girls’ Health Survey. The following is a |
summary of the results of those efforts. |
Copies of the full reports are available from
the Nebraska Office of Women’s Health.

\/oices from the Nebraska Womcn’s ]"]calth Suweg

The Nebraska Women’s Health Survey was designed to obtain information from women across
the state on problems that they or other women might have in maintaining their own health or
accessing quality health services, and to hear their ideas on ways for the state and its
communities to address those problems. The survey was distributed through various state
government and community organization networks in an attempt to reach a diverse group of
women.

A total of 422 responses were received during February through April of 2003. The respondents
were a good representation of the Nebraska population based on racial and ethnic group and on
geographic distribution. They were more concentrated in the 35 to 64 age range than the general
population of women. Although they represented a wide span of household income levels,
incomes above $50,000 were substantially over represented, while incomes less than $25,000
were under represented.
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1. Overa” health status:
| amin very (circle a number) | am in excellent

poor health 1..2..%..4..5...6 health

The overall self-reported health status of the survey respondents is very good, with nearly two-
thirds responding in the highest two categories of the six-point scale.

2. Thinking of health and wellness in very broad terms, what are your Pcrsonal health and

wellness goals’?

Most women listed very concrete, behavioral health goals, with an overwhelming 80 percent
listing some variation of “healthy diet, exercise, and weight control.” Nearly a third responded
with some form of disease or injury prevention and control. Maintaining mental, emotional
and/or spiritual health, including stress management, is a goal indicated by one-fifth of the
respondents.

3. Some of the tl-lings that influence our health and wellness are up to us, and other things
may be outside our direct control. What do you feel you are rcsPonsiblc for cloing?

Most women indicated they are responsible for maintaining a healthy diet and exercising (87%).
Disease prevention and control and maintaining mental health also were listed as their own
responsibility by more than a quarter of the respondents, as was seeking regular and necessary
health care.

4. I]C you are not cloing the things you need to take care of your own health, whg not?

More than a third of the respondents indicated they were doing what they needed to take care of
their own health. For the 63 percent who were not doing so, the principal reason given was lack
of time and the related issues of other priorities, taking care of others, and fatigue (60%).

5. How do you rate 3ourscllc in terms of ta‘cing care ofgour own health?
] take very poor (circlc a numbcr) ] take excellent

care of my health 1.2..5.4.5.6 care of my health

Women reported they are doing a fairly good job of taking care of their own health, with half
(49%) rating themselves in the highest two categories.
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6. What Problems, if any, do other women you know have ta[(ing care of their health?

Time and energy ranked as the primary reason given why other women didn’t take better care of
their health (52%). However, cost was listed as a much greater factor for other women (40%)
than for themselves (7%). This likely is a reflection of the above average incomes of the
respondents, and their awareness of the problems that lower-income women might have.

7- What t[‘lings do you think can be done to encourage and suPPor‘c more women in your

communitg to take better care of their own health?

The survey respondents offered a wealth of ideas on how to help women take better care of their
own health. After each general category listed below, the percent of respondents is indicated,
followed by some specific examples:

Outreach and education (75%)

0 Provide encouragement through women’s health
groups, buddy systems, groups with similar needs,
family health support groups.

0 Remind and encourage women they need to take care
of themselves first.

0 Educate girls to have healthy habits at an early age.

0 Provide easy access to health information resources.

0 Provide practical tips on healthy eating and exercise
for busy women.

0 Offer workplace-based programs for health education.

0 Provide emotional and mental health support.

0 Develop and implement coordinated community
strategic plans, including health providers, schools,
businesses, and community leaders.

0 Teach women how to take things off their plates,
manage their time better, get men to do more.

Make healthy lifestyles more accessible and affordable (24%)

Offer free or low-cost exercise programs and facilities.

Make cheaper fresh foods and free or low-cost nutrition programs more available.

Make healthy food choices more available in restaurants and vending machines.

Offer workplace-based programs for exercise.

Have more organized community events for exercise at school sports events, group
walks, community walk-offs, etc.

Provide more trails for walking and more facilities for exercising, especially in winter.

O 0O O0OO0O0

o
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Make preventive health care more accessible and affordable (24%)

O 0000000 O0O0o

Offer free or low-cost preventive services.
Offer insurance coverage for preventive care.
Offer insurance to part-time workers.

Give paid time off for health appointments, and have more flexible work hours.
Increase the number of community-based health services.

Offer more culturally appropriate services and provide more translators where needed.
Increase the hours and days that services are provided.

Utilize mobile units to reach underserved rural areas.

Increase the availability of family planning services.

Offer childcare at health facilities.

8. Do you or other women you know ever have Prob]cms gctting the health services you

need? What are the Problcms?

Two-thirds of survey respondents indicated that they or other women they know have had
problems getting health services. The following are the major types of problems:

0 Cost of health care (48%)—mno insurance and not eligible for low cost programs; costs
of insurance, co-pays and deductibles; inadequate coverage of preventive care, pre-
existing conditions, prescription drugs, dental, mental health, vision, fertility treatments
and contraceptives; hard to get coverage for lesbian partners

Problems accessing services (26%)—hard to get appointments; inconvenient hours and

Nebraska Women"s fﬂealth Strategic Flan 2004-2010

days of service; lack of time; lack of
transportation; lack of child care; lack of
services in rural areas; inadequate information;
hard to obtain reproductive health services and
prescriptions; no regular family health care
provider; providers who won’t take clients on
Medicaid, Medicare or the uninsured; providers
who turn away clients with mental health
problems; difficulty getting needed services;
and slow referrals with HMOs

Problems finding high quality, appropriate
services (17%)—finding providers who: listen,
inspire trust, are respectful, are women-friendly,
are female, who speak the same language, are
culturally competent, who are lesbian-friendly

“l’vc been talked down to because l have
Medicaid and treated like | was
uneducated. | have left messages for
Pcoplc who would not return my calls. ] have
had to wait 40 minutes to an hour to be
seen even though ] had an aPPointmcnt. l
have scheduled aPPointments and then
upon check-in was told that | didrn’t have an
aPPointmcnt.”

~ Ncﬁras,éa Womcn’s f‘]’ca/tﬁ 5urvcy
K csponc/cnt
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9. Have you or other women you know ever been dissatisfied with the health services you

have received? IF 50, what caused you to be unhappy or uncomfortable with the services?

Nearly three-fourths (72%) of the respondents reported that they or other women had ever been
dissatisfied with a health service. The primary complaints were:

(0]

Doctor or staff attitudes (39%)—disrespectful, not taking women seriously, not
listening, inappropriate comments, preaching religious beliefs, talking down to low-
income women, insensitive to lesbian issues, rigid in approaches to health issues
Doctor’s poor communication (24%)—not taking time, not giving enough information,
giving poor or unclear explanations and instructions

Doctor or staff incompetence (11%)—mistakes in diagnoses or prescriptions,
misinformation, uninformed, test results not received, delays in care, inappropriate
referrals

Problems with insurance and payments for service (6%)—insurance refused to pay,
high cost of service, upfront payments required

Poor administration of service (6%)—scheduling mix-ups, long waits, poor
communication among doctor, staff and other providers, records not forwarded
Culturally inappropriate, insensitive services (5% )—providers insensitive to different
cultures, lack of translation services, prejudice against minorities, lack of diversity among
providers, prejudice against poor

10. What are some thir\gs you think can be done to hclp more women in your community get

the health services tl-lcg cxPcct and need?

Responses generally pertained to empowering women to be better advocates for themselves,
more affordable services, better access to services, and improved services:

Empower women to obtain better services (45%)

o

Educate women about women'’s health issues, including health conferences and fairs.
Train women on how to be assertive and better health care advocates for themselves, to
ask the right questions, to change providers when needed.

Inform women of the availability of services.

Provide advocacy support for women who face serious health problems.

0 Encourage women to advocate for legislation protecting
women’s health care rights.

0 Encourage women to discuss and share information on
health issues and services, including reproductive health
and mental health; provide a place or website to share
information about good services; develop support groups.

0 Form a Latina support group for new immigrants with
depression or other problems related to a new way of life.
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More affordable health services (39%)

o

(@)

© O O0OOo

Reduce the cost of insurance premiums and co-pays for those
who can’t afford it.

Improve insurance coverage, encourage/require employers to
cover more workers, improve processing of insurance claims.
Offer universal health coverage.

Make health services and prescriptions more affordable.

Offer free preventive services, sliding-fee scales.

Get rid of red tape on services for those in need, free
screenings at health fairs.

Improve access to services (29%)

© O O0Oo

o

o

o

Offer better hours and timely appointments.

Provide better transportation and childcare facilities.

Improve coordination and make appropriate referrals.

Have mobile units, more physician assistants, and mid-level
providers.

Expand choices of services: more one-on-one visits, more rural
services, monthly “visiting” specialists, more mental health
services, and more information on available services.

« stoPPed seeing my
doctorforthe last 10 years
for regular cl‘ueck~ups and
onlg see one now if | am sick
orhurt. T venwith having
insurance through where my
husband works, | cannot
afford the deductibles and
save my strcngtl'z to Fight
the insurance company on
medical care we have to

have.”

- Nc[praska Womcn s

/'"/ca/tﬁ 5urveﬂ
K csloond’ent

Improve access to family planning and reproductive health services; ensure reproductive
health care is treated as basic health care, not subject to religious and personal bias.
Coordinate efforts with community strategic planning and district health departments.

Improve health services (22%)

Improve provider attitudes, listening skills, and respect for the dignity of all.

Improve providers’ understanding of women’s health issues.

Offer more women-oriented health services, e.g., more women-only clinics, more women
doctors, more women-oriented health education, more attention to women without
children, more dollars for prevention and research on women.

Train physicians about gay/lesbian/transsexual/transgender health issues; offer more
lesbian-friendly services: provide places to share information about lesbian-friendly
providers.

Establish more community clinics that provide culturally competent services to diverse
population groups and offer more translation services.

Improve health procedures to be less invasive, less unpleasant.

Encourage doctors to provide health information packets and provide written instructions
and explanations.

Improve staff education, e.g., give physician assistants more annual updates and trainings
as done for emergency medical technician (EMT) providers.

Improve doctors’ self-monitoring, make providers accountable to patients, screen
providers more closely, encourage doctors to have lower caseloads.

Provide follow-up care as needed after screenings, get faster turn-around on tests.
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Voices of Women of Color

Racial/ethnic minority women have unique
health care needs, diverse perspectives, and
valuable views to contribute on health
issues. Yet, they traditionally have been
absent during important discussions and
decision-making about health care delivery.
The Nebraska Department of Health and
Human Services Offices of Women’s
Health, Family Health, and Minority Health
and the Nebraska Minority Public Health
Association (NeMPHA) co-sponsored a
study on health issues for women of color in
Nebraska to provide needed information for
the development of the Nebraska Women’s
Health Plan.

NeMPHA used two methods to gather
information: a series of six focus group
discussions in July 2003 and a community
health forum in August 2003. The following
is a summary of the outcomes of those
meetings.

Focus Groups

A total of 56 women participated in six
focus groups, each of which Ilasted
approximately two hours.  One group
consisted of individuals from the
Black/African American population, one
group from the Vietnamese population, two
groups from the Native American
population, and two groups from the Latina
population. Two focus groups were

conducted each in Omaha, Lincoln, and
Scottsbluff, Nebraska. Two groups were
held in Spanish, one group in Vietnamese,
and three in English. Most participants had
a household income of $10,000 or less.

The same facilitator led each focus group,
asking participants questions related to the
following topics:

0 Their views on what are the most important health issues for women in their communities
0 Their awareness of any barriers faced by them or other women they know to receiving

health care or adopting healthy behaviors

0 Their experiences as health consumers in Nebraska
0 Their views on what policy makers, insurance plan administrators, public health officials,
or other health care providers can do to better meet their needs or the needs of other

women they know
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Unless an exception is indicated, the major findings in this report reflect consistent participant

views across all six groups.

Hcalth Carc Acccss ]ssucs

0 Lack of medical insurance, lack of prescription coverage, lack of money, and lack of
knowledge of resources are major barriers to accessing health care. Participants
suggested establishing payment plans at clinics, hospitals, and specialty clinics. They
want affordable health care coverage.

o For the uninsured, it was recommended that medical “When she goes to get her
facilities allow payment plans, establish sliding scale fees, | eye exam, because of the
and make referrals to low-cost medical care and specialty language (barrier), he asked
clinics. her to look up, and when she

0 Participants requested affordable insurance with adequate P
coverage. They are willing to make partial payments on look up-not the way he
premiums of employer-based coverage in order to obtain | wanted herto-he yelled at
medical insurance coverage for self and family. her and made her scared.

o] Pgrticipants statqd that at times they were unable to pay for After you feel scared
high-cost prescriptions. Those with insurance who pay
their premiums bi-weekly have a deductible to meet and | already after the doctor yell
the insurance doesn’t cover the cost of medication. | atgyou. [ ver since then she is
Participants recommended indigent prescription programs. afraid to go back to him.»

0 Obtaining Medicaid insurance is difficult. The Nebraska - Nebraska [ G
Medicaid application is many pages in length and the Nebraska [ocus Group

pp y pag g
documents needed by the applicant attempting to apply, Respondent
along with income verification, is reported to be
burdensome.

0 Many physicians, dentists, and optometrists do not accept Medicaid or they do not accept
new Medicaid patients.

0 Participants said they had to wait an average of three weeks to obtain an open medical
appointment for acute health problems, and once they arrived for the appointment they
had a long wait in the waiting room. They noted other patients with health insurance or
White patients went back to the examining room sooner. Racism was cited.

0 Lack of access to reproductive health care; and sexually transmitted disease (STD)
diagnosis and treatment, including cervical cancer and breast cancer screening and
treatment were mentioned across the six focus groups.

0 Other health issues of concern are cancer, diabetes, heart disease, alcohol/drug addiction,

depression, and lack of transportation. Participants reported that it is difficult to obtain
transportation to medical appointments. Scottsbluff Native American residents go to Pine
Ridge Indian Health Service in South Dakota, which is a two-hour van ride one direction.
Native Americans from Lincoln go to Winnebago Public Health Services in Winnebago,
Nebraska and the Carl T. Curtis Health Clinic in Macy, Nebraska, which are one-and-a-
half-hour trips each way. Scottsbluff and Gering do not have a public transit system.
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Cultura”g & Linguistica“g APProPriatc Senvices |ssues

0 Language barriers pose a problem to accessing health care: the insufficient engagement
of positive health care provider-patient interactions results in less than high quality
outcomes. Health information is not available or accessible in Spanish and Vietnamese.
Health care providers are not from participants’ racial/ethnic backgrounds, nor are they
female.

0 Some non-English speaking participants with insufficient incomes reported they are
required to pay for language services from an agency whose task is to provide
transportation and language services.

0 Qualified, trained medical interpreters/translators was identified as an immense need.

0 Some participants felt they were inappropriately touched during examination. Some
participants expressed their desire to have female health care providers.

0 Support is needed in the form of culturally and linguistically similar individuals who are
health advocates, public health nurses, case managers, and Promotoras (community
health educators/advocates in Latina communities). Participants recommended obtaining
family support and community support from churches, community based organizations,
and cultural centers. Addiction support groups are needed.

0 Participants reported they felt respected when they were greeted upon arrival, when the
employees of the medical facility knew them and called them by first name, when
privacy was provided to them, and when they were informed of their patient rights. They
gave accounts of kindness and gentleness )
shown to them: when the health care
provider was soft spoken, shook their hand
and asked how they’re doing. A smile
went a long way to show deserved respect.

0 Participants were in accord when they
demanded that they not be put into
categories with White women, and want
their racial/ethnic health issues to be
looked at separately.

Health Promotion & [~ ducation |ssues

0 Barriers to receiving information about and/or adopting healthy behaviors include lack of
access to consistent health care providers, lack of health education opportunities, lack of
relevant materials in various languages, and lack of support from the community.

0 Participants stated that habits are hard to break, and that behavior changes do not always
align easily with their lifestyles. They recommended community support from cultural
centers and home visits from public health nurses, case managers, and Promotoras. They
requested assistance with setting and maintaining goals.

0 There is a need for access to health promotion programs such as smoking cessation,
diabetes education, and disease management. Access would include transportation,
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childcare or a child friendly atmosphere. Health education materials need to be culturally
and linguistically appropriate. Information and support on goal setting and incentives
need to be integrated throughout the programs.

0 Participants affirmed that they received their health information from a variety of
sources: newspaper, peers, family, doctor, news, mail, pamphlets, magazines, television,
fliers, Native American outreach, friends, newsletters, library, the Internet, and
community based organizations and health clinics.

0 Participants prefer to receive their health information from local churches, community-
based organizations, cultural centers, KZUM radio during culturally specific programs,
during home visits, through presentations, and via Promotoras. It is essential that all
information be culturally and linguistically appropriate.

“«A Iadg from the church went for a mammogram and she tried to tell them tl'neg were
hurting her, and instead of ]oosening uP—theg mushed it (breast) a little harder. Theg
treat | _atina woman with little less respect and Privacy. Nobody explains thatitis

suppose to l‘lUI"t; now she G‘»cr {:riencl) won’t go, word of mouth gets around.”
~ Ncbras,éa /: ocus Groulo Kesponcfcni

“For a while it was so hard to get them [m3 kids] to see the doctor because they’re
always full. [t seems like it should be for |ndian kids but J've been taking my kids to the
emergency room because their (clinic) is so full. And thcy want you to call 133 nine o’clock

in the morning and by that time they are still full »
~ Ncbras,éa /: ocus Groulo Kesponcfcni
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Communittj Health Forum

On August 7, 2003, the Nebraska Minority
Public Health Association held a community
forum at the OPS Teacher and
Administrative Center in Omaha. Over 40
women of various racial and ethnic groups
and socioeconomic levels attended the
forum.

Mrs. Berry, an African American consumer,
was invited to open the forum discussion by
sharing her health needs and her recent
health care experiences both in Omaha and
in Michigan with women in the audience.
Dr. Lavedan, a  family  practice
physician/internist and a woman of Filipino
descent; and Ms. Stancil, an African
American mental health therapist; discussed

women’s health issues from a provider
perspective related to prevention, early
detection, diagnosis, treatment, quality of
life, and health across the lifespan.
Following each presentation there was a
question and answer period. A high
percentage of women discussed the
importance of prayer and spirituality in
overcoming personal health issues.

After the presentations, women formed four
groups of approximately ten each. Recorders
and facilitators were assigned to each group
to lead a discussion of the following
questions and to bring back responses to the
larger group:

0 What are the personal and system barriers that prevent women of color in Nebraska from

achieving optimum health?

0 What are your recommendations to remove the personal and system barriers that prevent
women of color in Nebraska from achieving optimum health?

Personal Barriers

Lack of knowledge

Lack of money/insurance

Lack of understanding health issues
Lack of trust

Fear of what results will show
Lack of transportation

Language barriers

Time factors

Lack of child care

Lack of personal support systems
Lack of energy

Access

O O0OO0OO0OO0OO0OO0OO0OO0OO0ODOO0OO

of exercise
Not being in touch with one’s body

o O

Personal habits: unhealthy eating habits, lack

“l wentto _ . and ] was in the
emergency room and | broke out in hives.
And this young doctor (] didn’t know he was
in training at the time), he said, ‘Are you sure
3ou’rc from north Omal‘:a?’ l saic{, ‘E_xcusc
me’. e said, You are very articulate. T hat
means...’ | said, | know what it means and |

want another doctor in here.””

~ Ne/:ras.éa f: ocus Gr’oup Kcsponc/ent

Tradition — only go to the doctor if individual is forced to
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Sgstcm Barriers

Bureaucracy

HMO restrictions

Accessibility to health care system

Availability of health care facilities

Societal expectations

Insurance: cost, availability, knowledge

State and Federal government: Welfare to Work — high deductibles and co-pays for
Welfare to Work employees

Fear because of previous experiences

0 Lack of cultural competency

O 0O O0OO0OO0OO0Oo

(@)

Recommendations for removing Pcrsonal barriers

Increase health education

Develop support systems

Provide more public funding

Provide network of resources for services needed
Increase family income

Offer flexible hours for health providers

Increase community outreach

Prioritize self care

O 00000 O0OO0o

Recommendations for removing system barriers

Improve transportation options

Offer childcare in the clinics

Campaign to the senators and congressmen and representatives
Present more pediatric health issues

Increase provider cultural competency skills

Improve output of information on affordable medical coverage
Provide community health forums/education

Implement health reforms

Increase the number of interpreters

Increase the diversity of providers

Increase provider cultural competency/training

O 00000000 O0O0
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Voices from the Nebraska Girls’ Health 5ur\/eg

The Nebraska Girls’ Health Survey obtained information from adolescent girls across the state
on problems girls might have in terms of being healthy and feeling good, their sources of health
information, and their ideas on ways to help girls avoid health problems. The survey was
distributed in May and June 2003 to girls through the Girl Scouts (Great Plains and Goldenrod
Councils), Planned Parenthood in Omaha,
Campfire in Omaha, and Panhandle
Community Services in Gering. Return
envelopes to NHHSS were included so that
the girls could complete the survey and mail
it in anonymously.

Altogether 105 completed surveys were
returned: 25 from the Omaha area, 14 from ¢
the central part of the state, and 66 from the O H_ o
Gering/Scottsbluff area. Girls ranged in age L SO T
from 11 to 19, with a median age of 15. i
Three-fourths of the girls were White, non-Hispanic and nearly one-fifth were Hispanic. Black
girls were underrepresented among the respondents. A sizeable proportion of the girls came
from lower-income families (40%) based on those for whom lunch price status was available.

i. What do you think are the differences between hcalthg and unhcalthg girls your age?
Unc/cr the /écac;//r{gs below, list your/c/cas of what cach type of ‘g/r/ is ke or how she behaves.

Most of the girls responded with paired opposites, e.g., “eats healthy” — “eats unhealthy.” The
examples have been edited to present the “healthy” version of the characteristic or behavior and
are summarized below in terms of general categories of response, the percent of girls giving that
response, and examples of each. Because girls gave multiple responses, the percents add up to
more than 100.

o Fitness and energy (46%)—exercises, plays sports, plays outdoors, gets enough sleep,
not tired all the time, doesn’t watch T.V. all the time, doesn’t do too much exercise, not
overly energetic, is peppy

0 Attitude and emotional state (40%)—cares about self, happy, has limits, has faith in
self, smiles, cares about grades, positive attitude, not depressed, enthusiastic, knows
what’s important, emotionally stable, is successful in school

0 Nutrition (36%)—eats healthy, avoids carbonated drinks, eats fruits and veggies, drinks
lots of water, avoids junk food, drinks milk, has good appetite

0 Relationships (28%)—friends, helps others, respectful, has fun, active in school and
community, not mean, doesn’t fight, talks to parent/guardian, not lonely, good values

0 Drugs, alcohol, smoking (26%)—doesn’t smoke, doesn’t do drugs, doesn’t party

0 Personal hygiene (22%)—takes a bath every day, clean teeth, clean hair, no body odor
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0 Sex (22%)—has protected sex, not promiscuous, waits as long as possible, does not have
sex, doesn’t have multiple sex partners, is in a good relationship first

0 Weight, body image (21%)—"“normal” weight, not bony, doesn’t have eating disorder,
not fat—not skinny, positive body image

0 Health status, health care (17%)—doesn’t get sick very often, doesn’t have asthma or
diabetes, doesn’t get headaches, goes to doctor for “feminine” exam

0 Appearance (11%)—appropriate dress; doesn’t slump around; looks healthy; doesn’t
wear ratty, dirty-looking clothes; doesn’t have dark circles under eyes; is pretty

The girls who responded to this survey clearly have received a number of appropriate health
messages. Weight issues did not come up as often as one might expect (21 percent of girls).
Perhaps that was because the question concerned health and not looks. Issues of emotional and
interpersonal development for adolescents are very prominent here, representing two of the top
four categories mentioned.

2. How do you rate your own health on a scale of 1 to 67

The girls reported their health to be fairly good, with 55 percent responding in the top two
categories and only 11 percent responding on the lower half of the scale.

3. How often do you Fcel goocl? (range is from almost all the time to almost never)

The majority (53%) of girls reported feeling good almost all of the time. Only 7 percent said
they feel good only once in a while or almost never.

4. How do you learn about ways to stag hcalt[’:g and feel goocl? ]:or each item in the lis’c, Put
a check to indicate whether it is never, rarclg, sometimes or often a source of information abut

ways to stay hcalthg and feel goocl.

Parental figures and family health professionals
were their primary sources of health information,
with more than three-fourths using each source
sometimes or often (84% and 83%). Friends or
schoolmates, teachers or counselors, books or
magazines, and television or radio were a source for
{ the majority of girls (66%, 64%, 61%, and 56%
respectively). School nurses, girls’ or youth group
leaders, religious group leaders, and the Internet
were less likely to be a source of health information
(46%, 40%, 40%, and 36% respectively).
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5. Arc there some health toPics you would like to know more about, but don’t know whom to
ask or where to find out? |f Yes, what are the toPics’?

Only 10 percent of the girls indicated that they had health questions they did not know whom to
ask or where to find the answer. The following topics were listed:

0 STDs: what happens if you are diagnosed with an STD and you don’t treat it

0 Pregnancy and sex: whether you’re ready or not to lose your virginity, facts about birth
control, information on puberty

0 Weight and fitness: being healthier and losing weight, what exercises to do, how much
of what foods to eat

0 Diseases: pneumonia, flu, hepatitis, HIV, heart problems, diabetes, Marfan syndrome

é. What do you think are some Potcntial Prob]cms for girls your age that could hurt their
health or make them feel bad? | ist at least five things hcgou can.

The majority of girls (58%) indicated that peer pressure and harassment, including from
boyfriends, was a problem for girls. Poor mental attitude, family problems, and the
consequences of sex were the second most mentioned problems.

0 Pressure or harassment from peers or boyfriends (58%)—peer pressure, bad
company, teasing, rumors, abusive relationships, boys’ expectations, harassment,
bullying, rejection, discrimination for being different

0 Poor mental health or attitude (31%)—
poor self-esteem, stress, false image of
“healthy” body, laziness, depression, trying
to live up to other’s expectations, poor body
image

0 Family problems (31%)—bad home life,
parents divorcing, poverty, not able to talk
to parents, losing a family member, physical
or sexual abuse, parent in prison, fighting
with siblings, poor guidance

0 Consequences of sexual activity (29%)—
getting pregnant, STDs, parenting, having sex before you are ready

0 Maedia influence and societal pressures (18%)—television, movies, society pressure to
be thin, magazines, skinny models, society’s standards

0 School and community problems (14%)—availability of drugs and alcohol, inadequate
health education, male teachers, too many activities, inadequate sex education, grades,
jobs

0 Non-family violence (6%)—fighting, rape
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7. What do you think are the best t[’nings that can be done to hclp girls avoid the Problcms
you listed above? List at least three things hcyou can.

The girls gave two general categories of response: messages to give to girls, and suggestions
about what the adult community can do to help girls.

Messages to girls:

0 Have better self-esteem. Know that you are fine the way you are. Notice the “good”
instead of the “not good” things about yourself. Learn to respect your body. If people say
you are fat, don’t listen. Avoid listening to the cruel criticism of your judging peers.

0 Have good friends. Follow your beliefs and not the crowd. Don’t try to impress other
people or live for someone else. It’s impossible to meet
the expectations of others—they will never be satisfied--
you have only yours to live up to. Don’t do anything you
don’t want to do. Try not to read magazines targeted for
teenagers. Learn about God.

0 Everybody keep their mouth shut about their opinions. Be
kind to other girls and not rude. Say nothing about their
weight or how they look. Always try to complement
others. Do not tease. Don’t call names. Don’t hit. Make
friends who are encouraging and uplifting instead of
making degrading comments.

0 Talk to someone who will listen. Talk to your drug
counselor. Get help. Get support from your parents. ¢ . ool
Never give up—talk to a counselor or someone who can [ &es i
help. See the doctor. See the counselor. Get positive
reinforcement.

0 Eat healthy and regularly. Don’t eat as much. Eat
vegetables and fruit. Eat. Get information on how to eat
right. Ask what is in your food. Take your medicine.
Take a daily bath or shower. Use deodorant. Go to sleep a couple of hours before you
usually do. Exercise to maintain good weight.

0 Tell your boyfriend how you feel about sex. Don’t have sex. Say NO! No means no.
Know the consequences. Be more informed. Use condoms. Don’t have many partners. If
sexually active, use birth control. Have safe sex. Save sex for marriage.

0 Stay away from drugs, alcohol and other negative situations and influences. Don’t hang
out with people who do drugs. Don’t get mixed up in the wrong crowd. Don’t fall into the
traps of temptation. Ask people around you not to smoke.

0 Write, relax, run. Be extremely active in clubs, etc. Work more in school. Live life to the
fullest. Find other things to do rather than party. Be in sports. Find a better focus—keep
your mind and time on something that interests you—get into something positive. Get a
job. Make good decisions. Set good goals and stay focused on them!

Ncbraska Women’s rﬂca]th S’tratcgic Flan 2004-2010 34



Strategies for adults:

(0]

Have a supportive community of family and friends. Have a more accepting society.
Encourage strong relationships with persons their age of both sexes (not boyfriend-type).
Tell them nobody’s perfect and everybody is handicapped in some way or another. Talk
to your girls and listen more. Tell them they look good. Tell them you will always be
there. Encourage girls to have self-esteem. Good parenting. Tell them it’s not what’s on
the outside but the inside that counts. Improve their home lives. Promote relationships
with unrelated adults of both sexes.

Teach them how to handle peer pressure. Help girls get good habits. Provide education
from home and school. Provide nutritional facts. Keep health pamphlets and books
available. Be good role models. Put more ads on T.V. to show they don’t have to follow
standards that society sets. Get involved in the community to pass information on.

Tell them what happens if they have sex. Tell them to use protection and how to use it.
Make them realize how stupid drugs are. Inform them what bulimia, anorexia, drugs and
alcohol do to their bodies. Show how models are anorexic and imperfect.

Provide people for girls to talk to. Provide a place for them to come and talk to people.
Make the issue seem less important than it is to lessen the tension/hostility surrounding
the issues--opening it up for conversation. Discuss health and premarital issues with
religious leaders in the community. Have classes to talk and discuss these problems and
find solutions.

Provide treatment centers for girls. Have help available in schools. Have counselors help
girls with their attitudes. Give them support or try to find help for them.

Offer group sports. Provide activities for older girls on Friday and Saturday nights. Offer
after school activities, summer programs, and job internships. Offer alternatives for
competitive sports. Have a later start for school. Encourage healthy foods in schools
(more choices).

It’s clear from the girls’ responses that many of them recognize the dangers of drugs, alcohol and
sex. However, their overriding concerns are for emotional support, not only from the adults in
their lives, but also from each other. Their insights are encouraging and probably reflect the
benefits they have gained from

participating in the programs
through which the survey reached
them.
for adults are mostly common sense
ideas — their usefulness lies in the
fact that girls are saying these are
important to them. The results of
this survey should reinforce our
commitment to provide girls with
strong emotional support, effective

health education, and an
environment that encourages healthy
behaviors.

The strategies they suggest
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Gui&ing Frincip]es & Goa]s

The Nebraska Women’s Health Plan is intended to be a dynamic tool
W to help achieve realistic objectives for addressing the priority health
 needs of women in Nebraska. The priority goals, issues, strategic
objectives, and specific action steps will change over time to reflect
substantial progress in some areas, the availability of resources, and
the emergence of new health issues. The New Dimensions
Partnership identified a set of principles to guide the development
and implementation of the statewide plan. These guiding principles
are beliefs, concepts, and statements that provide a strong and stable foundation that can support
a diverse and evolving array of goals and objectives.

Guiding Frinciples

0 Women traditionally are the gatekeepers to family and community health — by improving
women’s health we improve the health of all.

0 The elimination of health disparities across population groups is imbedded in all the goals
and strategic objectives for improving women’s health.

0 ‘Women’ refers to females across a wide age range from pre-adolescence to very old age.

0 ‘Health care providers’ refers to a broad and diverse array of health professionals, not just
physicians.

0 This plan encompasses solutions that affect all individuals, systems, and environments
that impact women’s health.

0 Men need to be engaged as part of the solution to the issues surrounding women’s health.

0 The benefits of the plan are designed to reach across the entire state to address every

resident’s issues around women’s health.

0 There is a commitment to ensure that a «lf my husband goes in with a com!alaint he is heard,
certain level or set of services are available | butif|go witha ComPlaint is seems it is often in my
to all women in Nebraska regardless of
where they reside.

0 This plan reflects the belief that statewide
efforts and actions as well as community this when | try to access services, so | can imagine
efforts and actions are essential for how less educated women are Pcrccivcc]!”

;Chitegmg an improvement in women’s - Nebraska Women’s [Tealth 5urv<-{q Kcspona’cnt
caltn.

head. | don't know how to c[’nangc this vichoint of

women. ] am a well educated woman and ] still feel

0 Each individual organization in the New Dimensions of Health for Nebraska Women
Partnership is committed to contributing what it can in the way of resources — this is a
statewide plan, not a plan just for state government.

0 This plan is intended to empower women and give them the tools they need to lead
healthy lives — it does not ‘impose’ solutions on women.
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o It is intended that organizations and women review this plan and ‘make it their own’
based on their own needs, unique circumstances, and capacities.

0 The ideal outcome for this plan is to prevent health problems and disease — but when
prevention is not achieved, to ensure the availability of systems and services to
adequately address health problems and disease.

0 We are committed to the freedom to discuss and deal with all health issues and solutions
— there are no issues that should not be discussed, regardless of topic or beliefs.

Friority (Hoals

“thsicians don’t take women 5criously. The New Dimensions of Health for Nebraska
They forget our needs are different, Need Women Partnership identified five of the Nebraska
2010 Health Goals and Objectives as priorities for
the women’s health plan. The Nebraska goals were
providers. We need more women’s health established in response to Healthy People 2010, an
centers instead of doctor’s office where initiative for health promotion and disease
everyone is treated the same.” prevention sponsored by the U.S. Department of
- Nebraska W. s Health S Health and Human Services. The priority goals for
chraska yyomerrs | jea “Y9 1 this plan are listed below, accompanied by the
Kespondent Healthy People 2010 goal statement:

more time to discuss oPtions with health care

0 Access to Quality Health Care
Improve access to comprehensive, culturally and linguistically appropriate high-
quality health care services.

0 Education and Community-Based Programs
Increase the quality, availability, and effectiveness of educational and community-
based programs designed to prevent disease and improve health and quality of life.

0 Mental Health and Mental Disorders
Improve mental health and ensure access to appropriate, quality mental health
services.

0 Nutrition and Overweight
Promote health and reduce chronic disease associated with diet and weight.

0 Physical Activity and Fitness
Improve health, fitness, and quality of life for all through daily physical activity.

The selected goals represent the participants’ priorities based on the needs assessment conducted
for this initiative, their personal knowledge and experiences, and realistic opportunities to have
an impact. The interconnection of health issues ensures that efforts to achieve a given goal are
likely to impact other goals as well. As progress in certain areas and new issues arise, priorities
are likely to shift.
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Women’s Hea]th Frogram Cha”enges for
Statc Govemment

¥ A significant component of the Nebraska Women’s
| Health Plan is an internal state government strategy for
' better integration and enhancement of state supported
programs and services that impact women’s health.
This strategy was developed at the internal strategic
planning meeting in May of 2003, which was attended
by representatives of approximately 40 programs in
NHHSS that relate to women’s health.

Program Challenges

The participants in the internal planning session identified a number of challenges that impact the
delivery of women'’s health-related programs and services:

OPcrations

0 Data is not utilized as well as it could be to direct policy and program decision-making.
0 Many program staff members are reticent to discuss difficult crosscutting issues such as
racism in health care and reproductive health issues, including abortion and total

abstinence. 7

0 Workforce development is a critical need for most programs, M
including: '
0 Staff recruitment

Staff retention (both in and out of the state system)

Staff quality

Staff training

Turnover issues such as orientation to other programs,

relationship building, etc.

0 There is a need for cross-education and cross-training among
state programs and services as well as health care providers.

0 Categorical programs often serve multiple masters, e.g., state
and federal agencies.

0 It is often a challenge — especially in state government — to
think and act “outside the box.”

0 Many programs are in need of more support services.

© O 0O
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0 Many programs are in a state of change and thus in need of change management skills by

managers and staff.

0 Because these programs are in state government, the time involved in administrative
bureaucracy for staff can be very time consuming.

Funding

0 Funding is ‘maxed’ out in most programs.
0 In light of so many funding cuts, there is a growing and constant worry about the
continued ability to serve those in need of these critical services.

Targct Fopulations

Y

Many programs are struggling with interpreter and/or translator
issues.

Racial/ethnic minority representation and ongoing minority
participation in program recruitment and service delivery is a
challenge.

It is often a challenge to engage consumers in programs and
successfully impact their behaviors and their ability to follow health
care advice.

If a person is in the target population for multiple programs, we can
easily “over-target” individuals and inundate them with information
in a short period, for example, new mothers.

Many programs need to address the attitudinal problem of caregivers
and health care providers towards vulnerable populations and
women in general.

Access to Frograms & 5crviccs

0 There is an increasing demand and need for women’s health programs from the public.
0 Navigating multiple access points for programs or services can be confusing to the target
population as well as the health care provider.
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lntegrating Women’s [Health Frograms & Services

The principle focus of the internal strategic planning process was to identify opportunities for
enhancing services and programs though better integration. This includes:

0 Seeking opportunities to assist each other to improve the impact of all programs
0 Thinking collectively and working differently to impact chronic disease in new ways

The anticipated benefits of increased integration include:

o

A greater overall impact on chronic disease rates — a healthier public

Integrated mechanisms to systematically identify problems, gaps, and shared
opportunities

Increased opportunities to secure resources

More effective and efficient daily work

Shared data

Clearer roles and responsibilities

Joint problem solving around tough issues

Learning from each other and with each other

Coordinated efforts to reach the same populations and organizations

o

O O0OO0OO0OO0OO0OO0o

A number of internal state government short-term and longer-term strategies were identified for
improving integration. These strategies are included in the following discussion of priority
health issues under the specific topics to which they most closely relate, namely health system
isolation, access to appropriate services, and funding.

“Doctors are so busy that thcy don’t take the time to
cxP]ain a health Problcm toa lag person in lag person’s
terms. ] have had diagnoscs and not had them cxplaincd
and what to do to solve the Problcm...likc what diet to

consume or stag away from.”

~ Ncéras;éa Womcn ’s [Jealth 5urvcy K cspona’cnt
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Frioritg Health lssues & 5trategies

The New Dimensions Partnership identified a number of interconnected
issues that get in the way of reaching the goals for Nebraska women’s
health listed above. Five of those issues were selected as priorities for
the plan to address. The priority issues have been defined broadly
enough that they encompass the others that were identified. Strategic
planning within internal NHHSS programs identified similar issues.

These health issues reflect the concerns and resources of those
participating in the planning process. As the New Dimensions
Partnership grows and as other stakeholders review the plan, the priority
issues might expand or shift somewhat in future planning periods. The
current plan is focused on addressing the following issues:

Isolation within the overall health services system

Inadequate access to culturally and linguistically appropriate health services
Lack of mutual support systems for women

Stigma, fear, and taboos around certain health issues

Inadequate funding

© O O0OO0Oo

The Partnership members developed a number of strategies to address each of the priority issues.
These strategies are described below, along with strategies identified in the internal NHHSS
strategic planning process.

|solation within the Ovcra” [Health Services 595tem

Health services in Nebraska generally suffer from “systemic isolation.” Instead of being
comprehensive and integrated, services are fragmented and segregated. Isolation occurs on a
number of planes including, among others, geographic area, lack of understanding of prevention,
type of disease or problem, program boundaries, funding category or source, and type of
provider.

Isolation is a major obstacle to each of this plan’s priority goals for women’s health. It is a major
contributor to the following problems:

0 It is difficult to connect “best practices” across various
women’s health services.

0 Referrals operate within narrowly defined networks.

0 Many providers and programs are unaware of or are
disinterested in the broad array of available health care
and promotion services, including those that are non-
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medical, community-based, faith-based, or non-traditional.
0 It is difficult for women to know about and access the available services they might need.

Although some innovative broad-based connections exist, the system needs many more in order
to become truly comprehensive and integrated.

Stratcgics to Reduce |solation

The New Dimensions Partnership identified the following strategies, the first three of which
were selected as priorities for the 2004-05 planning period and are discussed more fully below:

Redefine local/regional health departments as Community Health Departments.
Develop partnerships among service providers.

Increase awareness of community resources for women’s health needs.

Educate providers that substance abuse, mental health, and violence against women are
health issues for women.

Enhance the referral network process.

Provide more prevention services and health education for adolescent females.

Increase accountability for coordinated services through funding requirements.

Promote culturally and linguistically appropriate services to actively integrate women
from all racial/ethnic minority groups.

© O OO0

(ol el elNe]

chlc{:ine Iocal/regional health clePartments as Communitg Health DcPartments

A “Community Health Department” is one which:

Covers the broad range of community health issues

Is engaged with the full array of health providers in the community

Provides services for all members of the community

Takes a more holistic and less categorical approach to health for the whole family

© O 0O

A Community Health Department can help ensure that health issues are adequately addressed by
assessing the community’s health needs with local data, evaluating the community’s capacity to
meet those needs, and identifying additional resources to assist in these efforts.

“In my Pcrsonal oPinion, some of the barriers | have found is that we don’t gotoa doctor because we
are ashamed or are shg, like when we get FaP smears. Also the languagc is a barrier, and lack of

compassion.”

- Nebraska Focus Group Kcsloondcnt
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Dcvclop Partncrsl'lips among health service Providcrs

Partnerships are proposed as a way to increase connections among health providers and
organizations that serve women. The connections would bridge categorical mindsets by
identifying common beliefs and values from a variety of perspectives.

Partnerships not only would be developed across provider categories within the medical field
(e.g., family practice physicians, gynecologists, rheumatologists, dentists, psychiatrists), but also
would connect traditional medical providers with health service providers in non-medical
professions (e.g., victims advocates, mental health counselors) and non-traditional medical
professions (e.g., massage therapist, acupuncturist, promotoras, curanderas). These partnerships
also would connect organizations that serve women (e.g., prisons, shelters) with a broad array of
health providers.

The benefits of health service partnerships include:

0 Decreased levels of competition, feelings of threat, and unnecessary overlap

0 Increased willingness to share and connect resources

0 Increased ability and opportunity to connect categorical plans, programs, and resources at
the state and community levels

0 Increased opportunity to pool resources for greater impact

0 Decreased administrative overheads (e.g., reporting requirements)

]ncrcasc awareness of communitg resources for women’s health needs

Health providers and consumers alike need more information about the resources that are
available for women’s health needs. Providers need to know what local resources exist and how
to connect to them. In particular, they need increased awareness of who can provide screenings
and other services. Women consumers also need to know what local resources exist and how to
connect to them, and have a right to expect the integration of coordinated services.

Increased awareness on the part of providers and consumers would benefit the community by:

0 Helping providers do a better job

0 Empowering women to be better advocates
for their own health

0 Enabling women to communicate more
effectively with providers and service
organizations

0 Increasing the types and quality of referrals

0 Increasing trust and cultural sensitivity
between providers and women consumers
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NHH hort-term strategies: Thc internal strategic planning team for women’s
g gic p 4
health identified the Following short-term strategies that Pcrtain to rcducing isolation.

Identify mechanisms for inter-agency discussion of key issues and to disseminate key
information, including policy information.

Develop and monitor an electronic bulletin board to post what all women’s health
related/interested programs are doing, and what needs these programs and services have.
Develop a mechanism for joint community assessments, creating a “library” of
assessments that can be accessed by all programs and services.

Convene program staff with similar programmatic interests in order to identify common
needs and staff development.

Review the newsletters and informational brochures that programs currently develop to
assess for overlap, gaps, and opportunities for common message development. Identify
opportunities for communicating more effectively.

Create a phone tree, listserv, or other communication mechanism for all women’s health
related programs and services.

NHHSS Longer—tcrm strategies: The internal strategic Planr\ir\g team for women’s

health identified the Fo”owing Iongenterm strategies that Pertain to reducing isolation.

0 Develop a 3-year integrated marketing plan with shared
messages, e.g. on the linkages between diabetes,
exercise, and nutrition.

0 Develop comprehensive women’s health state and local
assessments that help drive both state and local agendas
and efforts. These efforts should be connected to short-
term plans.

0 Develop a strategic plan that is focused at the program
level with the philosophy of “bottom up rather than top
down.”

0 Analyze outcomes from women’s health program efforts
around the state. This effort could include a “GIS”
person and focus on identifying best practices,
distribution of services and programs, and client
utilization data and patterns.

0 Identify and eliminate duplication in data, then package
and disseminate the data to drive health policy.

0 Identify needs for workforce trainings on new emerging issues such as smallpox—

external agencies in the state have the capacity to do this.

0 Create mechanisms for better communication among agencies.
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0 Look for ways to integrate and partner more fully with economic programs — both health
and other economic development programs.

0 Share information between tribal data sources (Indian Health Service) and state
government for a more complete women’s health picture.

lnadequate Access to Cultura”g & Linguistica”g
APPrOPriate Health Senrvices

The current health system tends to “lock
out” or limit access for certain groups
because they cannot readily obtain the insurance and so little Problcms become big
appropriate services they need. Access | problems. One woman on Medicaid was told her
to services that are appropriate can be
limited by language, race, ethnicity,
culture, gender, age, sexual orientation,
and disability status. Barriers resulting help for close to a decade. Pecause it went
from such factors as geography, | undetected forsolong, sheis nowin a nursing home
}elcon(})lmic status, employment hours, | _. age 44

ealth coverage, transportation needs, i
childcare needs, and disability status can - Nebraska Women's [ealth Survey Respondent
limit access to services in general.

“Many low income women do not have health

health Problcms were due to obcsitg. Fina”g, she
was diagnosccl with MS after asking her doctor for

Health disparities are a likely risk for those who have limited access to the health care system.
Large disparities are well documented for members of racial/ethnic minority groups as well as
for individuals living in poverty. The current system lacks an adequate level of targeted and
appropriate outreach to underserved population groups and geographic areas.

Most non-metropolitan counties in Nebraska are classified as health service shortage areas.
Distance to services is particularly problematic in the sparsely populated rural areas of the state.
There is considerable evidence that other groups identified above consider their health services
to be inadequate and/or inappropriate in some respects. Elimination of these health service and
health outcome disparities requires that we find ways to deliver the full range of health related
services in culturally and linguistically appropriate ways to people in Nebraska where they live
and work.

Women not only face barriers to services because of the circumstances listed above, they also are
hampered by a health system that often is not “women’s health-friendly.” Insurance carriers
often don’t have the same reimbursement policies for certain women’s services as for other
similar services. Some women feel that the providers they encounter do not respect them, fail to
listen to them, and do not understand their health needs.

There is a lack of adequate health professional training and awareness of women’s health issues,
including how they impact women and their use of services. The current system lacks financial
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and other incentives for professionals to provide services to women in an acceptable, sensitive
manner. Furthermore, the interrelationships among health problems present a need for trainings
that are broader both in topics and in the range of professionals they reach. This broad-based
approach to training is particularly important in the areas of domestic violence and sexual
assault.

Women’s access to appropriate services is limited also by a lack of support systems for

professionals who provide women’s health services and a lack of women in health provider and
health administration responsible positions.

Stratcgies to |ncrease Access to Cultura”g & Linguistica”g
APProPriatc [ealth Services

The New Dimensions Partnership identified the following strategies, the first three of which
were selected as priorities for the 2004-05 planning period and are discussed more fully below:

0 Put services where people live and work that are reflective of the local cultures.

0 Increase the number of racial/ethnic minority and rural health care providers.

0 Educate providers about the cultural dimensions of healthcare and encourage the
implementation of CLAS standards (Culturally and Linguistically Appropriate
Services).

0 Integrate non-traditional, culturally diverse approaches to health care with traditional
practices.

0 Facilitate collaboration and pooled funds for document translations and interpreters.

0 Get the word out about health promotion and services through
a marketing campaign engaging local champions.

0 Increase the availability of resource personnel and information
for making referrals from providers (websites, literature, etc.).

0 Ask women what they want and need to feel heard and
respected.

0 Encourage the education of providers who are interested in
women’s health in a comprehensive way: “All health issues
women have are women'’s health issues.”

0 Educate providers that failing health is not a “natural” part of

aging.
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Fut services where PcoP|c live & work that are reflective of the local cultures

To the extent possible offer health services in the communities where people live and in their
workplaces:

0 Ensure that women across the state have local access to a basic set of essential health
services.

0 Put health services in local community centers, schools, and centers serving minority
group populations.

0 Encourage the partnership of health providers and employers to offer health services at
worksite locations.

The placement of services in local communities and workplaces is a key to overcoming access
barriers due to rural location and hours of service. Furthermore, by placing services in a
culturally familiar environment, we facilitate efforts to provide culturally and linguistically
appropriate services.

|ncrease the number of racial/ethnic minority & rural health care Proviclcrs

Racial/ethnic minority groups are significantly underrepresented among health service providers
in Nebraska, hindering efforts to provide culturally competent services to members of those
groups. Rural communities have difficulty recruiting health providers because few of them have
a rural background and interest in living in such areas. In order to address both of these
shortages we should:

0 Recruit racial/ethnic minority
and rural health providers
starting at the middle school
level, taking advantage of
existing programs that mentor
students.

0 Improve reimbursement rates to
end inappropriate  disparities
based on geographic location. ,

0 Improve financial and academic ! / .' VRN
incentives  and  community o e il
attitudes to encourage students to ' ' R

. . . e
stay in Nebraska for training and i
service.

0 Facilitate the re-licensing of
immigrants who have been trained and certified in other countries.

0 Identify ways to welcome and integrate new people providing health care in our
communities instead of treating them like outsiders.
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[ ducate Proviclcrs about the cultural dimensions of health care and facilitate the
implcmcntation of C] AS standards

Nebraska’s increasingly diverse population means that many health providers serve patients
whose culture is unfamiliar to them, and there may be no one in the provider’s office who speaks
the patient’s primary language well enough for effective communication. Although the
communication barriers due to different languages might be obvious, the cultural barriers are
often hidden or misunderstood. Many providers need a better understanding of how their
patients’ cultural background affects their beliefs about disease, what they consider to be a health
problem, how they communicate their health concerns, what kinds of treatment would be
acceptable, and other related cultural attitudes.

National standards for Culturally and Linguistically
“Distance is a problem. We have to drive to Appropriate Services (CLAS) in health care were
other communities for health care. Most issued by the U.S. Department of Health and
Human Services Office of Minority Health (OMH)
in December 2000. These standards are an
important tool for addressing many aspects of this
cannot afford to take off work.” issue and it is expected that they will be fully

- Nebraska Women’s [Jealth Survey | implemented in Nebraska as required. However,
among the 14 standards, only the four dealing with
language access services are mandatory for

clinics are not open after4 or 5 so you have

to take off work For health care and most

K e.sloonc/ent

recipients of Federal funds. Most of the others are
guidelines that OMH recommends for adoption by Federal, state, and national accrediting
agencies. The standards are primarily directed at health care organizations, although individual
providers are encouraged to use them.

Educational and advocacy efforts are needed to ensure the effective and widespread
implementation of all the CLAS standards across Nebraska:

0 Educate organizations and providers about
the importance of culturally and
linguistically competent health services.

0 Provide information on resources to
facilitate ~ implementation  (websites,
literature, allied services).

0 Disseminate best practice guidelines and
models for implementation.

0 Provide information and resources for all
the standards, not just the mandated ones.
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NHHSS Short-term strategjes: T he internal strategic Planning team for women’s
health identified the Fo”owing short-term and longcr—term strategies that pertain to

increasing access to aPProPriate health services.

Create a central information source on women'’s health interpreters and translators
(language, vision and hearing impaired) for all programs to access.

Explore a connection to the Southeast Community College Interpreter / Translation
program.

Develop a joint Request for Proposals for health interpreters and translators, sharing
contractors.

Identify and revamp a list of current resources and contractors.

Share names of people with cultural and linguistic competencies to participate on
advisory councils as experts, resources, etc.

Develop a common client referral tool that determines the client’s needs and issues and is
then used to refer them to the appropriate programs and services.

Develop a program eligibility informational website to be accessed by the public and
providers.

NHHSS Longcr~’cerm strategies: The internal strategic Planning team for women’s
health identified the Fo”owing Iongcr-tcrm strategies that Pcrtain to increasing access to

aPProPriatc health services.

0 Determine a set of agreed upon women’s health
outcomes with associated performance standards.

0 Assess attitudes of caregivers and providers — include
assessments on cultural competency, ageism, sexism,
and sensitivity to disability.

0 Begin collecting women’s stories regarding women’s
health issues, needs, and outcomes.

0 Develop a mechanism that provides every client (no
matter what program they are enrolled in) with health
information relevant to his or her phase in life.

0 Create a Women’s Health Registry that would track
and report women’s health status across the state.

0 Develop a unified marketing plan for women and
priorities. The plan would strive to take a proactive
stand on new issues, messages, and technology.

0 Examine the REAL Choices program (a self-directed
care program) to determine if it should be replicated.
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Stigma, Fear, & | aboos around (ertain [Health

lssues

There are a number of health problems that have historically carried a stigma in our society that
blames the patient or victim or unjustifiably labels them as a danger to others. Among these
issues are addictions to alcohol, tobacco, or other substances; obesity; victim of sexual assault or
domestic violence; sexually transmitted diseases, and mental illness.

Stigmas can produce fear among women about the consequences of acknowledging or
addressing any of these problems. These fears include loss of child custody, loss of job,
alienation of friends and family, or ruining of doctor/patient relationship. While men might be
subject to the same consequences, the stigmas and the fears evoked are particularly strong for
women, especially mothers.

There are other health issues for which there are strongly held, differing viewpoints that in some
instances have become so polarizing that civil discussion and debate are often stifled. These
controversial issues include, among others, abortion, sex education, condom distribution,
adolescent sex, non-marital births, sexual orientation, stem cell research, drug needle exchange
programs, assisted suicide, and subsidized health
services for undocumented immigrants.

Additionally, there are other hidden issues that aren’t
freely discussed because of a reluctance to
acknowledge the existence, magnitude, or seriousness
of the problem; including child abuse, elder abuse,
incest, and pedophilia.

The unwillingness to recognize and discuss certain
controversial or hidden issues limits the opportunity
for Nebraskans to make informed public policy
choices. It also interferes with the provision of some
needed services because organizations cannot or will
not apply for program funding in these taboo areas.

Strategics to Reduce Stigmas, [ears & | aboos

The New Dimensions Partnership identified the following strategies, the first two of which were
selected as priorities for the 2004-05 planning period and are discussed more fully below:

0 Increase the level of discussion and awareness on women’s health issues affected by
stigmas and taboos.
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0 Encourage and enable providers to address the broad array of women’s health
issues more fully.

0 Develop and implement a long-term strategy to address violence and assault issues
(incorporating, for example, Project Harmony, a media campaign, the clergy).

0 Make the media more responsible for its coverage of violence (e.g., when and how it is
reported, victim identity, blaming the victim, ignoring offenders, ignoring violence
against poor women).

0 Expand pre-conception counseling in schools and churches in order to reduce adult
diseases and decrease neural tube and other birth defects.

0 Address obesity with non-judgmental discussion of the issue and exploration of realistic
solutions, recognizing the influence of cultural attitudes and its impact on self-esteem and
many other health issues.

Increase the level of discussion & awareness on women’s health issues affected bg stigmas

& taboos

Nebraska’s approach to the health issues that carry stigmas or taboos needs to shift from
whispers in closets to frank, open discussions in the main public arena. We need to end the
silence. A broad-based partnership of health service providers could lead such an effort.

It is particularly important that we reach girls at a
young age to erase stigmas and prevent fear over “That happens a lot here, where middle aged

issues that are important to their healthy | people aren’t quite old enough for Medicare -
development. We should expand the use of
existing programs and tools designed for this

purpose.

thcy have no clepcnclcnts—so thcy can’'t get
nothing here, yet thcg are so sick t]'xcg can’t work,
and there’s no way to insure them.”

The implementation of this strategy would ~Nebraska [ocus (Group Respondent
produce the following benefits:

0 Health system changes that more freely and effectively address these issues
0 Public policy changes based on more accurate information
0 Women consumers empowered more to address their own problems in these areas

Encouragc & enable Proviclcrs to address the broad array of women’s health issues more

fully

The current system presents a number of obstacles and lacks adequate incentives for providers to
address health issues for women outside their particular specialty area, especially those that are
stigmatized or taboo subjects.
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Payment structures for providers have the effect of limiting time for broad-based screening,
prevention, and counseling. It needs to be demonstrated to both health coverage providers and
health care providers that women’s health would be improved if coverage were provided for
broad-based screening and counseling services. Providers need to be pro-active in encouraging
women to raise health issues that concern them. For example, appointment schedulers could ask
if the patient needs additional time to discuss any problems. Practitioners could ask patients if
they have anything else they wish to discuss. Providers could utilize computerized information
technology to expand their screening, educational, and referral resources.

Specialized and isolated services make it difficult for women to request and access the help they
need without fear of the consequences. Services need to be broadened, under a one-stop
shopping model, to include those that address stigmatized and taboo health issues such as
substance abuse and mental illness. These services should be made available at more diverse
locations including, for example, major discount stores, shopping malls, and churches.

Lack of Mutual SUPPor’c 595tems for Women

Many Nebraska women have indicated the need for more women’s mutual support groups that
allow those with similar health issues to connect with and support each other. Current support
systems are inadequate to meet the need and some are being discontinued due to budget cuts.

Support systems are particularly important with regard to healthy lifestyle issues: there is a
disconnect between what women know to do and what they actually do. This problem impacts
not only the woman’s own health but also, as a caregiver, the health of her family. Mutual
support groups can help women find the motivation and learn realistic strategies to make healthy
choices. They can also help them resist the unhealthy options with which they are inundated
through product advertisements.

Support groups are known to play an
important role in women’s recovery from
serious life-threatening diseases, such as
breast cancer. They can also benefit
women in the management of chronic and
debilitating health conditions.  Support
systems are effective channels for health
promotion and outreach, as well as
vehicles for shared information about
programs and providers.

The need for mutual support systems has grown in part because of the changes in family
dynamics and the labor market that have put more women in the workplace, often as a primary
breadwinner. Nebraska has one of the highest percentages of working mothers in the nation.
Between the demands of work and family, women are distanced from the traditional informal
networks of mentoring and support they might have had in the past. Many Nebraska women are
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also financially stressed due to the state economy, as well as unequal opportunities and pay
inequities. Without a mutual support system, many women with limited time and financial
resources find it very difficult to adopt healthy options for themselves and their families.

The change in family dynamics also means that adolescent girls and young women are not
receiving the degree of mentoring and support they need to adopt healthy lifestyles. Poor
choices at a young age can have a long-term impact on a woman’s health. More cross-
generational mentoring and support programs are needed to reach young females during their
critical development years.

Stratcgics to ]ncrcasc Womcn’s Mutual SUPPort 595tcms

The New Dimensions Partnership identified the following two broad strategies as priorities for
the 2004-05 planning period:

0 Engage and assist communities to develop and improve mutual support systems for
women’s health.

0 Identify and expand on existing health support systems and models throughout the
state.

E_ngagc & assist communities to clcvelop & imProvc mutual support systems for women’s

health

This strategy seeks to identify and assist communities that are willing
and able to develop or improve mutual support systems for women’s
health. In this instance, “community” is a place-based concept,
including a neighborhood, town, city, county, region, or metropolitan
area. A community’s readiness to participate would be indicated by
the presence of individuals with a passion for promoting women’s
health, and broad-based support among local government agencies,
public and private organizations, and employers.

The community’s mutual support system should be developed or
enhanced based on a planning process that incorporates the following
features:

0 An assessment of women’s health needs and available resources within the community

0 Identification of existing support models and “best practices” to be implemented or
expanded

0 Identification of employers with women- and family-friendly workplace policies,
including insurance, daycare, health coverage, flex-time

0 Broad-based community discussions and focus groups
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0 The participation of women from all aspects of the community, including those in need of
services and those who would help deliver services

0 The identification of places where women work and gather as opportunities for planning
and program implementation

0 Involvement of local government agencies such as the health department, family planning
and counseling agencies, and community action agencies

0 Coordination with community services (e.g., transportation, translation) to avoid
duplication

0 Involvement of public and private organizations that are committed to the community
such as schools, hospitals, banks, private employers, religious organizations, faith-based
social services, and women’s service and advocacy organizations

The programs to be implemented should include the following characteristics:

0 Collaboration among government agencies, public and private organizations, and private
employers

0 Supportive connections among women within specific community groups as well as
across diverse community groups

0 Supportive connections among natural women leaders and women who could benefit

from mentors

Neighborhood-based initiatives that develop and extend existing family supports

0 Promotion of mutual respect and self-esteem among women throughout the community

0 A model for duplication in other communities

(@)

]c]enthcg & exPand on existing health suPPort sgstcms & models throug['iout the state

Women’s mutual support systems do not need to serve an entire community and do not
necessarily need to be located in a specific place. Rather, they can be based on “affinity” groups
of women who share common health needs, backgrounds, interests, age, or other characteristics.
Often such groups operate in a specific location for the purposes of face-to-face meetings.
Others operate in cyberspace through Internet connections.

Examples of existing support groups based on health needs are Weight
Watchers, Alcoholics Anonymous, and cancer survivor programs.
Support groups also exist for diseases such as diabetes and HIV.

Organization sponsors are needed to establish and expand on these
existing programs in order to provide more mutual support
opportunities on women’s health issues across the state. Potential
sponsors include women’s service and advocacy organizations
(YWCA, American Association of University Women, Business and
Professional Women, League of Women Voters, Older Women’s
League), youth support organizations (Girl Scouts, Campfire, 4-H, ._ ol
Girls Inc., Girls and Boys Clubs), religious organizations (Interchurch & -
Ministries, Parish Nurses, Health Ministries, Jewish Women’s
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League), community service agencies (Community Action Agencies, Area Agencies on Aging),
cultural support organizations (Urban League, Latina Resource Center), and health service and
advocacy groups (Nebraska Alliance for Mental Health, Planned Parenthood).

]naclcquatc Funding

The New Dimensions Partnership identified inadequate funding as a
primary obstacle to meeting our health goals and objectives for women in
Nebraska. Not only is there a lack of funding that supports women’s
health intervention programs, but also there is ineffectiveness in the way
some funds are directed. Furthermore, health service reimbursements
(e.g., Medicare, private health insurance) often are inadequate to cover
the cost of providing the service. The public’s preferences for additional
services often conflicts with the ability of the public sector to pay for
them.

The current funding pattern is a major contributor to the problem that the
health system is crisis oriented and focused on short-term interventions
instead of having a long-term prevention focus. This approach reflects a broader cultural focus
on immediate gratification and an attitude that “this can never happen to me.” Programs tend to
follow the funding — and the funding is often short-term, and not directed toward long-term
prevention goals:

0 Short-term funding often goes away after a few years without providing maintenance
funds for the long run.

0 The ‘hot’ topic of the moment (e.g., West Nile Virus, SARS, bioterrorism) receives more
funding than long-term, systemic issues.

0 Funds that impact healthy behaviors such as good nutrition and physical activity are
typically unavailable.

0 Nebraska has historically ranked 49" out of 50 states in mental health and public health
funding.

The rapidly rising cost of health care makes the lack of adequate funding a very salient obstacle
to meeting our goals for Nebraska women’s health.

Stratcgics to ]mProvc Funding

The New Dimensions Partnership identified the following strategies, the first two of which were
selected as priorities for the 2004-05 planning period and are discussed more fully below:

0 Develop an integrated approach to the use of existing resources.
0 Make a case for new resources for women’s health.
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0 Provide ongoing announcements and information on federal grants and other monies

available.

0 Share and replicate best practices and programs — do not duplicate.

0 Develop collaborations on grant proposals and projects.

0 Implement web-based methods for better communication among organizations regarding

their activities, especially public health agencies.
0 Establish a dedicated fund for women’s health in Nebraska.

0 Channel money through local health districts for better coordination and use of existing

funds.

0 De-regionalize community based care to better use the funds we have.

DcveloP an intcgratccl aPProach to the use of existing resources

Existing resources could be used more effectively for women’s health under an integrated
approach that takes a comprehensive view of funding for public and private sector programs at
both state and local levels. This approach would facilitate the identification of major
funding/program gaps as well as unnecessary duplication. It would also reveal where resources

are available to leverage additional funding.

To implement an integrated funding approach, the following steps would need to be taken:

0 Identify and assess current funding streams.
0 Match current funding to issues and needs in the plan.
0 Use existing resources to leverage new dollars.

Makc a case for new resources for women’s health

Adequate funding for women’s health cannot be achieved without
a concerted effort to convince funders of the need for new
resources, especially in the area of primary prevention.

More attention needs to be paid to outcome and performance
measures that can demonstrate the effectiveness of the approaches
that need additional funding. The Nebraska Health and Human
Services System could provide resources to assist nonprofit
organizations in the collection of program evaluation data. A
Legislative Day could be held to better educate legislators on
women’s health issues and the investments required to support
needed services. The case for new resources also should be made
to private individuals and foundations.

“] have to space health
services out due to financial
barriers. My kids get first
Priority, s0 t]wings that aren’t
critical have to wait. [ ven
with good insurance, there is
a cost to cvergthing and if itis
angthing sign ficant (c.g.,
surgery, CAT scan,etc) it

costs hundreds of dollars.”

-~ Nebraska Womcn ’s
Hca/i'/J 5urvcﬂ K esloona’cnt
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The New Dimensions Partnership recommended that the case be made to the legislature for
adequate and equitable health care reimbursement policies, including the following measures:
0 Require cost-based reimbursement.
0 Ensure that women’s health is covered at the same rate as men’s and children’s health
care, including mental and dental health.
0 Mandate coverage of preventive health services.

They also recommended exploring potential sources of additional revenues to support women’s
health services, including:

0 New taxes on junk food, tobacco, alcohol, pop, and other “unhealthy” products
0 Surcharges on health profession licenses

NHHSS Short-term strategy: The internal strategijc Planning team for women’s health
identified the Fo"owing short-term strategy that Pertains to imProving Funding,

0 Develop a funding information clearinghouse focused on women’s health programs and
services that includes opportunities to apply for external funds, grant application
partnership opportunities, identification of which internal areas are applying for which
grants, and a listing of funding offered by the state government to communities, other
agencies, etc.

NHHSS Longcr—tcrm strategjes: The internal strategic P]anning team for women’s
health identified the Fo”owing ]onger~tcrm strategies that Pertain to increasing access to

appropriate health services.

0 Identify ways to use state Medicaid administration money to support women’s health.

0 Form a consortium with pooled resources that could examine the development of
comprehensive women’s health clinics across the state, universal coverage, and ways to
access other funding sources.

0 Focus on preventive health programming and services for women.
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F]an lmplementation

Implementation of the Women’s Health Plan requires specific actions to carry out the strategies
that were identified to address priority issues and help achieve its goals. New Dimensions of
Health for Nebraska Women Partnership members and the Nebraska Health and Human Services
System internal planning group developed a number of action steps. Project staff further refined
these steps and established timelines. Many of these action steps address multiple priority issues.

First Year Action Stcps

1. Inventory financial resources and available categorical funding streams of
programs within the Nebraska Health and Human Services agency to find
common priorities related to the CLAS (Culturally and Linguistically
Appropriate Services) requirements and to determine any restrictions that
would inhibit working with other programs on cooperative projects.
Develop a plan for training staff in participating programs and a financial
plan to provide technical assistance to partners, sub grantees, and other
community agencies.

2. Using the results of Action Step #1 as a model, inventory priority issues of Nebraska Health
and Human Services agency programs to determine corresponding goals and priorities.
Develop a matrix of opportunities and a coordinated action plan and financial plan.

3. With funding from the Health Resources and Services Administration women’s health grant,
fund three pilot communities to develop integrated, coordinated women’s health services that
include initiatives to identify and further develop support systems for women, develop best
practices and improved service linkages, disseminate women’s health promotion messages,
and develop shared expectations and standards for cultural competence. Develop and
implement evaluation strategies so that results from these pilot programs can be shared with
other communities interested in improving women’s health services.

4. Within the Nebraska Health and Human Services agency, create a central
information source on women’s health interpreters and translators (language,
vision, and hearing impaired) for all programs to access.

5. In collaboration with Partnership members, develop a campaign to help
women understand how to advocate for high quality health care for
themselves. Disseminate this campaign through media, policy-makers,
organizations that are interested in women’s advocacy, and non-traditional
partners. Publish the messages in multiple languages, utilizing principles of
cultural competency. Examine ways to include advocacy for increased educational
opportunities for women as a means to increase economic self-sufficiency.
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Action 5teps for Years T wo through ive

1. Create and disseminate resources to provide technical assistance and increase communication
among the Nebraska Health and Human Services System and local health departments,
health care providers, and other organizations providing services to women. These may
include:

0 Guidelines/standards of basic public health services

0 Fact sheets with frequently asked questions from local health departments

0 Board of health training on the importance of different aspects of public health; i.e.,
environmental factors, minorities, women’s health

0 Newsletters for providers

2. In collaboration with Partnership members and other providers across the state, develop a
comprehensive web-based Community Resource Directory, with translations in Spanish,
Vietnamese, and other languages. Include existing systems of mutual support for women’s
health issues. Disseminate information on the Directory to women throughout the state.

3. Organize a state task force to develop a web-based confidential
screening tool for health referrals (substance abuse, mental health,
violence, domestic abuse, disease risk, etc.), with links to local
resources. Design the tool so that it will be customized to women
with different demographic characteristics.

4. Working with churches and other partners, increase the availability
of support groups for women on various health issues, and expand
walking groups for women as a way of providing mutual support.
Explore the feasibility of providing support groups on the Internet
(chat rooms) with monitoring by health professionals to assure
accurate information.

g
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5. Incorporate a wellness program into a living unit at the women’s prison and evaluate the
program. Develop a system to assure that women are connected with community resources

upon release.

6. In collaboration with Partnership members, organize a publicity campaign on women’s
health issues. Increase the frequency of women’s health messages on television and radio,
and develop community speakers’ bureaus on women’s health.

The following table summarizes the action steps and their relationship to these priority issues:
isolation within the overall health services system; inadequate access to appropriate health
services; lack of mutual support systems for women; stigma, fear and taboos around certain
health issues; and inadequate funding.
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Action Step

Priority Issues

Isolation | Access | Support | Stigma | Funding

First Year Action Steps

1. Inventory financial resources in
support of CLAS requirements

2. Develop matrix of opportunities

3. Fund three pilot communities

4. Information on interpreters and
translators

5. Develop campaign for women’s
health advocacy

Action Steps for Years Two through

Five

1. Create and disseminate resources
for local health departments,
providers and others

2. Develop web-based Community
Resource Directory

3. Develop web-based screening tool
for health referrals

4. Increase availability of support
groups

5. Incorporate wellness program at
the women’s prison

6. Organize publicity campaign on
women’s health issues

I~ valuation

Substantial, measurable improvement in Nebraska women’s health is the ultimate criterion
against which the Nebraska Women’s Health Plan needs to be evaluated. However, that
achievement cannot be expected by June 30, 2005, the end of the current grant. Instead, the
initial plan evaluation will be based on the following related processes:

o] Effective implementation of the initial action
steps of this Plan

o] Enhanced integration of NHHSS programs
related to women’s health

o] Extensive collaborative participation among
the New Dimensions of Health for Nebraska Women
Partnership
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Continuitg

The current plan identifies first year action steps and steps for years two through five. It is
anticipated that the action steps will be reviewed annually by NHHSS and the Partnership to
make any appropriate adjustments. A thorough review of the plan’s goals and strategic
objectives will be undertaken approximately every five years.
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